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To improve the efficiency of a good Central Service Department 






. +. Or to assure maximum performance for a new one... talk to 





OSPITAL ‘PROBLEMS 
fd You'll find them in the professional staffs of the American Sterilizer 


the most discontented people in the world! 











Research and Technical Projects Divisions . . . working with the 
hospital problems and methods from more than a hundred countries. 
Their unrest stems from a steadfast unwillingness to accept any 


AMSCO RESEARCH technical problem as unsolvable, or any improvement as final. This 
LABORATORIES 





enlightened dissatisfaction sparks a continuing development of 
advanced techniques and equipment to help hospital technical dd 

partments do better work, easier and at less cost. 
Because. its function is so broadly vital to hospitals, 


the Central Service Department enjoys exceptional benefits| 





from Amsco’s dedication to “the better way.” The .\msco 








concept assures an integrated technic of the hig! est or 







in which each detailed procedure flows smooth y to 
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next ... for the ultimate in patient protectior and 


maximum utilization of space, personnel an 
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BETTER Write for illustrated brochure MC-50« ; 
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“Put on his 


Ident-A-Band 


I'll alert surgery” 


An Ident-A-Band goes on- 
to your emergency patient 
in seconds, yet it protects 
him—and your hospital 
around the clock. An emer- 
gency admission sometimes 
requires a quick change in 
the surgery schedule, sets 
in motion a sequence of 
rapid adjustments in hos- 
pital routine. At such times 
you may rest more easily 
knowing that the chance 
of identity error has been 
minimized. With Ident-A- 
Band by Hollister you can 
be sure your identification 
system is doing this job for 
you ... without danger of 
being altered, water-blurred 
or transferred to another 
patient. Write for samples. 


T 
_— 


Ident-A-Band ° 


4 HolLuste . 


INCORPORATED 


833 N. Orleans S$t., Chicago 10 








Small hospitals clinic 


Let's Plan for the Aging 


by William A. Kozma, F.A.C.H.A. 


Administrator 
Brookhaven Memorial Hospital 
Patchogue, New York 


™ THERE HAS BEEN much time, effort 
and money expended to increase 
the life span but now that this is 
being accomplished, we are facing 
problems that require immediate at- 
tention since they will continue to 
grow in the same proportion as 
our aged population. 

Increased length of life without 
an objective is an uninviting pros- 
pect. The objective is the best physi- 
cal, physiological, emotional, voca- 
tional, social and economic status of 
the individual, commensurate with 
his remaining abilities. 

The problem of a large aged pop- 
ulation has come upon us with an 
acute suddenness within a single 
generation. There must now be ser- 
ious concentration on the degenera- 
tive diseases of the aged, for as 
more persons enter the older age 
groups larger numbers of patients 
with long term chronic illnesses 
will be tying up hospital beds. 

In the past two decades a success- 
ful pattern has been developed to 
shorten hospital stays. Hospital con- 
struction, administration and per- 
sonnel are geared to this shorter 
period of hospitalization. Doctors 
treat a disease, a specialist treats 
a portion of the body but there 
seems little concern over the whole 
individual and his future. This is 
based to a large extent on today’s 
busy schedule for doctors and hos- 
pitals. It is difficult for the average 
doctor to go much beyond his ordi- 
nary activities for the acutely ill. 
For the hospital this is a trying time 
just to keep pace with an expand- 
ing hospital-concious population. 

Fortunately, there are in some 
localities people who are aware of 
the medical, social and economic 


For more information, use yellow postcard inside back cover. 


changes that will result from a sub- 
stantial increase in our aged popu- 
lation. In the hospital field, we must 
recognize that an increase in chronic 
illness and disability will be in pro- 
portion to the increase in the aged. 
Therefore, in planning for the future 
role of the hospital in the commu- 
nity, some provisions must be made 
to adequately handle such cases. 
There must be some provision made 
to assay the remaining potential of 
the patient and to bring forces into 
play that will promptly begin neces- 
sary treatment. 

The National Opinion Research 
Center indicates in its recent sur- 
vey that presently 14 percent of 
our older population are very ill. 
How much of this illness could have 
been obviated if prompt medical 
care had been sought by this group? 
Evidence indicates that our current 
senior citizen does not see a doctor 
until he believes he is seriously ill. 
Such attitudes can increase the 
number of very sick, and bring to 
the hospital doors many more older 
people. 

Where do we begin to produce 
answers to such problems? It would 
seem the building of facilities would 
be the final step. The beginning 
would be the education of the aging 
group in sufficient time to preclude 
a breakdown in health. There is 
sufficient experience and fact to 
prove that age and disease, both 
acute and chronic, go together fair- 
ly often. Every effort must be ex- 
pended to create public awareness 
of such facts, first among those di- 
rectly concerned with health, anc 
then among the public at large. 

Hospitals have long sought rec- 
ognition as community health cen- 
ters; here is a golden opportunity 
to add to the services available by 
adopting a definite health education 
program. Unless we give imperative 
attention to such a program and 
other facets of the problem of the 
increase in aged persons in a suffi- 
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ciently dramatic way then, as this 
group grows, we shall find an al- 
most impossible demand for hos- 
pital beds. 

Aging need not be any more than 
adjusting to another mode of living 
if we can keep after the objective 
of providing the best physical, 
physiological, emotional, vocational, 
social and economic status of the 
senior citizen, commensurate with 
his remaining abilities. Our job 
covers only a part of the objective, 
bu: it appears the most significant 
pari since it affects the health of 
the aged, upon which their remain- 
ing abilities will almost completely 
dey:end. ® 


Seiected Articles on Nursing 
Homes 


U.S. Department of Health, Education 
and Welfare, Public Health Service, 1960. 
287 pp. Order from U.S. Government 
Printing Office, Washington 25, D.C., $1.50. 
" THIS PUBLICATION contains se- 
lected materials relating to nursing 
homes and has been compiled pri- 
marily to assist interested state and 
local agency personnel. However, 
the articles present a good introduc- 
tion to the subject of nursing homes 
in general. HVE = 


A Traveler’s Guide to 
Good Health 


by Colter Rule, M.D. Doubleday & Co., Inc., 
Garden City, New York. 1960 pp 266 $3.95 


™ THIS GUIDE to good health covers 
the usual questions which concern 
the traveler as he prepares to travel 
to a foreign land; such as, what 
shots are necessary, can we eat the 
food and drink the water, what can 
be done for digestive upsets and 
other miscellaneous ills? In addi- 
tion, the author considers, among 
others, the often ignored problems 
of the wardrobe in a strange cli- 
mate, the necessity of good shoes 
and foot comfort while traveling 
and the considerations necessary 
when traveling with children and 
pets. The appendix contains a medi- 
cal gazetteer which includes the 
medical facilities available as well 
as the health hazards peculiar to 
particular areas of the world. In 
addition, the author has included a 
glossary of medical terms and 
Phrases in French, German, Italian 
and Spanish. Hospital people plan- 
ning a trip outside the United States 
would do well to procure a copy of 
this guide for reference. M.U, = 
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Hospital Management 


Statement required by the act of August 
24, 1912, as amended by the acts of 
March 3, 1933, July 2, 1946 and June 
11, 1960 (74 stat. 208) showing the 
ownership, management, and circulation 
of HOSPITAL MANAGEMENT published 
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1. The names and addresses of the pub- 
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105 W. Adams Street, Chicago 3; Editor, 
C. U. Letourneau, 105 W. Adams Street, 
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ness manager, Jack W. Payne, 105 W. 
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2. The owner is: (If owned by a corpora- 
tion, its name and address must be stated 
and also immediately thereunder the names 
and addresses of stockholders owning or 
holding | percent or more of total amount 
of stock. If not owned by a corporation, the 
names and address of the individual 
owners must be given. If owned by a part- 
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name and address, as well as that of each 
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beata DukKkane 
Nurses’ Call System! 


You can help your nurses save 
miles of walking and hours of time 
with DuKane Nurses’ Call equip- 
ment. This fully automatic system 
provides complete nurse-patient 
audio-visual communications, plus 
staff intercom throughout the hos- 
pital. 

One exclusive DuKane feature 
permits a nurse to “listen in” on 
each critical patient. Simply press- 
ing a button sets in motion an auto- 
matic sound-scanning circuit which 
faithfully “makes the rounds” be- 
tween personal visits. 

To help you understand how 
DuKane can improve the efficiency 
of your hospital, a color sound film 
is available on request. It tells in 9 
minutes what would ordinarily take 
hours of your valuable time. 





DuKane CORPORATION 

St. Charles, Illinois, Dept. HM 110 

Please tell me more about DuKane’s Audio- 
Visual Nurses’ Call System. 


Name. 





Title. 








j 4165.41, 


City Zone. State 
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® ACCOUNTING for endowment funds leaves much to }e 
desired as far as uniformity is concerned. Hospitals 
which have no endowment funds have no problems 
and 12% of our sample are in this class. 

The others evidently have such funds but only 29% 
provide for accruing of interest at the end of the ac- 
counting period on any endowment fund investments 
which bear interest. 
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just insert the INCERT 
it’s simple and safe 


«in addition to being a disposable unit...[Incert] introduces a change in the 
traditional technique of adding a medication to intravenous solutions.’”* 


Eliminates “the use of the traditional, and potentially hazardous, syringe-needle 
method...”* in parenteral therapy. 


H No Ampules @ No Syringes @ No Needles @ No Autoclaving @ No Rinsing— 
Sterile Technique Is Unbroken. 





Note these findings: 

“The Incert System of disposable vials reduces . . . air-borne contamination... toa minimum .. .” 
“... the disposable vial system minimizes the potential transmission of infectious hepatitis.”* 
“There is greater accuracy in delivering a pre-measured quantity of medication.’’* 


*Bovash, R. C.; DeLa Chapelle, N.; Sowinski, R., and Downes, D.: Disposable ‘Iype Vials for Adding Medications 
to Large Volume Parenterals, Am. J. Hosp. Pharm. 17:104 (Feb.) 1960. 


INCERTL, 


d eveloped by ' 
TRAVENOL LABORATORIES, INC. 








Pharmaceutical Products Division of 


_ S8AXTER LABORATORIES, INC. morTON GRovE, ILLINOIS 




















Spread an antiseptic umbrella af 


To help prevent staphylococcal infection, 
use pHisoHex not only in the 


operating room and the nursery— 

but everywhere throughout the hospital: 

* for handwashing by all hospital personnel before 

and after caring for every patient 

* for routine washing of newborn infants and their mothers’ hands 
* to wash patients ante and post partum 

to wash patients who have a communicable disease 

* to wash patients who have an infective disease of the skin 

e for surgeons’ hand preparation ¢ to wash anesthesia equipment 


10 For more information, use yellow postcard inside back cover. HOSPITAL MANAGEMEN’ 





O REDUCE the spread of staphylococci and other organisms in hospitals, 

handwashing is “.. . possibly the most important single control meas- 

ure.’’) Just soap-and-water cleansing “‘... does not go far enough be- 
cause it cannot be relied upon to kill the staphylococci.”? But “when 
pHisoHex is used by nurses for handwashing, it is not possible to recover 
Staphylococcus pyogenes from their hands,”’’ In addition, bacterial resistance 
to hexachlorophene does not develop.* 


At the National Institutes of Health, the incidence of hospital cross infection 
in the Infectious and Parasitic Disease Service was practically eliminated 
when all hospital personnel washed with pHisoHex before and after caring 
for any patient. 


In hospital nurseries, toutine use of pHisoHex for bathing infants 
as well as for routine handwashing by hospital nurses has helped prevent 
staphylococcal epidemics among newborn infants.®" 


Why i 1s pHisoHex $0 often preferred: ? “The preparation appears to 
kill bacteria quickly, inhibits their growth, renders the skin’s surface virtually 
sterile in many cases, forms an antibacterial film which kills fresh bacteria 
in the event of subsequent contamination after its use, saves time. . . . It is 
nonirritating, and it is hypoallergic.’’* 


« ST, A pr. ylococcal . 
against infections 
Hi \ 0 ‘ PX Reinforce the antiseptic umbrella with anti- 


Antibacterial detergent with 3% hexachlorophene staphylococcal Zephiran® chloride, a powerful 
antiseptic and germicide that is nonirritating to the 
skin and mucous membranes—and Roccal,® a solution 

Ree for general hospital sanitization and disinfection. Roccal 


hs J.A.M.A. PE ‘ ‘ A 3 

116: 1185, March 8 8, + 1958. rinsing renders textiles actively bacteriostatic against 
armann, . ° . 

Pharm. 129:42, Feb. 1957. tespiratory and wound discharge. 

3. Hardyment, A. E.: Pediatric 


sdelphia, vB Amerie, con Write for or ask the Winthrop man for the leaflet, "Prac- 


May, 1958, p. 287. 4. Gould, : R 
a S.; Erigerio, N. ah and — aarp eomemend Your Hospital Against STAPH 
ovanesian, J.: Amtibiotics ococca : 
Chemotber. 7:437, Sept. 1957. yloco nfections 
. Benson, M. E.:'Am. J. 


saa 573 ise "Sept. 


6. Wysham, D. N., et al.: New ¥ 
: . 7. Baum, A. H, and LABORATORIES New York 18, N. Y. 


60: 248, June, 1959. 8. Medrek, 
T. F., and Litsky, W.: Surg. : : . 
Gynec. & Obst. (Internat. Abstr, PHisoHex, Zephiran (brand of benzalkonium as chloride, refined), and Roccat 


Surg.) 104:209, March, 1957. (brand ef b Ikonium chloride, technical), trademarks reg. U. S. Pat. Off. 1293-4 
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August 1960 Regional How’s Business oo 


NO. OF BEDS 


AV. No. OF ADULT 
PATIENT DAYS 


% of OCCUPANCY 


it, Maine, Mass., 
N. H., R. 1, Vermont 


1-100 101-225 226-up 


1,440 
69.11 


3,498 
72.89 


8,180 
78.59 


stones: 


MIDDLE ATLANTIC 
New a. New York 
1-100 101-225 226-up 


1,301 
62.62 


4,085 
75.86 


10,237 
80.31 


peace 


Del. Fla. Ge. 


1-100 101-225 226-up 


1,548 
69.82 


3,107 
75.52 


8,822 
85.11 


% oe : 3 
Ga., Md., N.C. | 
«8. Va, W. Va, D.C. 


101-225 226-uo 


3,754 
77.02 


7,003 
73.67. 





EXPENSES BY DEPTS. 
Per Patient Day 


Administration 
Dietary 
Housekeeping 
Laundry 

Piant Operation 
Medical & Surgical 
O. R. & Del. Rms. 


Other expenses 


4.43 4.93 4.93 
4.41 4.71 4.93 
1.48 1.85 2.10 

80 88 73 
2.29 2.21 2.22 
1.41 1.88 2.03 
2.07 2.54 2.58 
1.26 1.33 1.20 
8.91 8.88 7.52 

31 65 1.43 
1.97 2.79 2.82 
2.16 2.00 2.18 


1.49 1.03 1.75 


3.78 
4.01 
1.63 
56 
2.17 
2.18 
1.62 
1.31 
6.96 
87 
2.28 
1.55 
87 1.49 


3.11 
3.24 
1.22 
61 
1.93 
1.24 
1.48 
1.51 
7.13 
67 
1.51 
1.78 
1.34 38 -73 


5.0! 
4.12 
1.47 
67 
2.25 
2.64 
3.02 
2.27 
8.06 
.68 
2.96 
2.17 
75 1-97 





TOTAL EXPENSES 


TOTAL CHARGES 
TO PATIENTS 


OPERATING INCOME 
PER PATIENT DAY 


OPERATING EXPENSES 
PER PATIENT DAY 


REGION 


NO. OF BEDS 


AV. No. OF ADULT 
PATIENT DAYS 


% of OCCUPANCY 


47,190 127,759 309,933 


56,083 135,708 326,575 


34.78 38.80 39.92 


32.77 36.52 37.89 


EAST NORTH CENTRAL 
Mlinois, Indiana, 
Ohio, Wisconsin 


1-100 101-225 226-up 


1,294 
66.31 


3,403 
72.34 


8,642 
86.13 


35,342 121,035 318,128 


37,291 133,431 341,313 


28.66 32.66 33.34 


27.17 29.63 31.08 
WEST NORTH CENTRAL 
Kans., Iowa, Minn., Neb., 
N. D., S. D., Mo. 
1-100 101-225 226-up 
1,093 
61.93 


3,263 
70.08 


8,827 
80.75 


39,131 74,536 225,370 


41,134 82,158 262,991 


26.57 26.44 29.81 


25.28 
PF cag agg STATES _ 


23.99 25.55 


1-100 101-225 226-up 


1,221 
75.56 


3,358 
69.56 


6,169 
73.83 


«. Colo,, Idaho, Mont., 
MNev. N. M. Utah, Wye. 


117,828 262,517 


130,297 287,198 
34.71 40.98 


31.39 37. 46 


101-225 226-up 


3,271 
67.20 


7,330 
78.04 





EXPENSES BY DEPTS. 
Per Patient Day 


Administration 


Housekeeping 
Laundry 

Plant Operation 
Medical & Surgical 
O. R. & Del. Rms. 


4.33 
3.73 
1.46 
70 
2.08 
1.95 
2.19 
1.60 
7.81 
4l 
2.15 
1.87 


52 62 1.14 


3.77 
3.93 
1.76 
65 
2.18 
2.71 
2.48 
1.30 
5.31 
47 
2.51 
1.75 
92 1.71 


3.71 
3.79 
1.72 
91 
2.23 
1.39 
2.60 
1.82 
10.58 
1.70 
3.18 
2.32 
91 46 


5.59 
5.03 
2.21 
1.06 
2.02 
2.00 
3.78 
2.11 
11.70 
8! 
2.69 
2.37 
2.08 





39,572 


41,374 


112,292 276,565 


123,614 307,691 


31.97 36.33 35.60 


30.58 33.00 32.00 


26,905 95,518 273,651 


28,136 100,391 300,774 


25.74 30.77. 34.07 


24.62 29.27 = 31.00 





36,054 122,857 195,576 


39,790 128,684 202,845 


32.59 38.32 32.88 


29.53 36.59 31.70 








44,088 


42,580 


44.68 


46.26 


141,190 


147,190 


45.00 


43.16 43.95 
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are looking 
at a revolution in doctors’ paging, combining both voice and “beep” 


signal in one wireless, instantaneous, completely personal system. It is vastly more efficient 
than any similar system yet devised. It immediately obsoletes chimes, buzzers, lights, bells, loud- 
speakers. It is only 5 ounces light. No radio signals interfere. It is less costly to buy 


and run than any other comparable electronic paging system. It will perform superbly for years 


on inexpensive, re-chargeable batteries. It is incredibly sturdy, and transistorized to require 


virtually no maintenance. It needs no F.C.C. license for operation. Designed and pro- 
duced by one of England’s premier electronics concerns for hospitals, it is widely used 


ew - the world. This is the famed MULTITONE PERSON AL C ALL 





doctor martin... 
emergency... 


ward B... 





Multitone of Canada, Ltd., Dept. 4 
130 Merton Street 

Can you, as a leader in your field, afford Toronto 7, Ontario, Canada 

to be without this unique demonstration 

to your staff, your patients, and your patients’ 

families, that you are indeed a leader? Today— 

return this coupon for all the facts. 


Please send me your 8-page brochure giving all the facts about 
the Multitone Personal Call wireless paging system. 


Name 
Hospital Position 
City Zone State 
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First from American 





New ideas, 
new products 
or 
intensive 

care... 






through one service expert! 


American representatives understand intensive care 


needs. They offer valuable experience and expert counsel in races tbe gles ties othe 


some extensive traveling on a World 





every hospital area...and the widest, most complete selec- War Il subchaser, and he's still on 
: : ° th ! Now he travels 50,000 mil 
tion of products and services in the field. You can rely on cuant ieddna Seeasiahs a cSt 
American’s reputation for quality and for prompt, depend- of Washington. Despite his heavy 
* ° ° ° travel schedule, Paul still fin im 
able delivery. Your man from American is dedicated to paaronsinc acm ity : erent P Ps 
your hospital’s best interests. ..call him with confidence. ests as a Scout leader. x 
The First Name 
an Hospital Supplies 
2020 RIDGE AVE., EVANSTON, ILLINOIS Regional Offices: Atlanta « Boston « Chicago « Columbus « Dallas Kan: 





Export Department: Flushing 58, L. I, N. Y., U.S. A. In Canada—Fisher & Burpe, Division of American Hospital Supply Corporation (Canada) Limited ppi 
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washinGton BUREAU REPORTts 


by Walter N. Clissold 





WHEN CONGRESS GAVE STATES POWER to adopt 
their own aged medical care programs, few realized just 


how much leeway this allowed. HEW Secretary Arthur 


Flemming admitted that if each state went ultra-liberal, 
the nationwide cost could exceed $1 billion — more 
than the broadest proposals introduced in Congress. 
However, if other states follow Michigan’s early re- 
sponse, a conservative trend may result. Michigan 
adopted a $11 million federal-state plan which saw 
local Democrats charging that the Republican-dom- 
inated state Senate “cut the heart” out of a bill that was 
already “inadequate” when it came from Washington. 
Note: Michigan enacted its aged medicare plan for only 
6 months, hoping (as many states do) that Congress will 
broaden the present law this January. 


ELECTION EVE: Vice President Nixon has proposed a 
federal program to increase medical schools, research 
projects, and the number of medical students. While 
not promising as much federal activity as Senator Ken- 
nedy, he said “the federal government must play an 
increasing role in . . . furthering the advance of medi- 
cine.” Nixon offered 4 remedies: 1) stronger White 
House leadership in obtaining greater co-operation 
with private sources to share the burden of medical ex- 
pansion; 2) to boost the supply of medical students 
through federal tuition grants and loans; 3) more fed- 
eral support for research projects, but not for their 
overhead costs; 4) a 10 year federal-private construc- 
tion drive to expand research facilities. The Vice Presi- 
dent noted that private dollars are now exceeding fed- 
eral outlays 4 to 1, and added that doubling the federal 
program would have a “tremendous impact” on re- 
search. 


THE AHA HAS REJECTED AN AFL-CIO REQUEST 
to co-sponsor a study of labor-representation on hos- 
pital governing boards. An AFL-CIO survey of 96 hos- 
pitals shows that only 2% of hospital trustees are repre- 
sentatives of organized labor. Says the union: “the 
AHA’s lack of co-operation at a time when hospitals 
face a major crisis in wage, cost, and administrative 
problems is tragic.” 


HEALTH AND MEDICAL BENEFITS were included 
for 415,000 retired government workers under a law 
recently signed by the President. As in the insurance 
plan for active workers that became effective July 1 
(see Oct. HM) recipients and government will share 
monthly premium costs. First year’s federal share: $15 
to $25 million. 


PRESIDENT EISENHOWER has reluctantly okayed 
$500 million in loans for construction of college student 
dormitories (including $50 million for student nurses). 
Ike wanted to let the program lapse for lack of funds, 
but was opposed by the Democratic Congress. Funds for 
this purpose have been exhausted for weeks with a 
backlog of $300 million in pending applications. Mean- 
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while, included in student nurse housing loans just ap- 
proved are $1 million to St. Luke’s Hospital in Chicigo; 
$500,000 to Wesley Hospital in Wichita, Kansas, and 
$250,000 to Beebe Hospital, Lewes, Del. 


OFFICE OF CIVIL & DEFENSE MOBILIZATION :ays 
the government will match the cost of including faliout 
protection into hospital construction projects approved 
under Hill-Burton. OCDM and PHS have recently re- 
leased plans for a model 150-bed fallout-proof hospital 
which will cost only 3% to 5% more than a similar 
hospital without protection. PHS reports “genuine in- 
terest” by administrators and builders, but no takers at 
this early date. 








FEDERAL HOUSING AUTHORITY’s one year-old 
program to insure mortgages of proprietary nursing 
homes is finally beginning to roll. Interested nursing 
home owners note: FHA must first decide that your 
community definitely needs the proposed establishment, 
If so, FHA will insure mortgages for 20 years up to $12.5 
million per project. So far, 4 projects have been ap- 
proved, 12 are in the final stages, and 190 have entered 
preliminary negotiations. 


SINCE BOTH PRESIDENTIAL CANDIDATES have 
favored increasing the $211 million limit on federal 
participation in Hill-Burton projects, (see Oct. HM, p. 
46) Congress may find itself in another bitter segrega- 
tion debate. Hearings would be necessary to increase 
the funds, and attention would be drawn to Hill-Bur- 
ton’s “separate but equal facilities” provision. This is one 
of few such remaining clauses involving federal funds, 
and even conservative Southerners admit it wouldn't 
stand up in Supreme Court. However, segregated facili- 
ties only comprise 1% of H-B projects, and it’s likely 
PHS officials would just as soon see the provision re- 
moved and the issue laid to rest forever. 


VETERAN ADMINISTRATION’S 170 hospital man- 
agers are being urged to set up “half-way” houses for 
recovering mental patients. “Half-way” houses would 
operate much like rooming houses, allowing newly-dis- 
charged patients to readjust to community life under 
minimum supervision. 


1961 HILL-BURTON BUDGET approved by the Presi- 
dent is $186,200,000 — same as last year. H-B’s 1960 
fiscal report shows a 14 year total of 5,199 projects ap- 
proved for 219,260 beds. Hill-Burton director Dr. Jack 
C. Haldeman estimates that another 845,000 beds are 
still needed to bring the nation up to par. 

Types of facilities approved by H-B are: general hios- 
pitals 62%; public health centers 16%; nursing homes 
5%; diagnostic centers 7%; mental hospitals 3%; re- 
habilitation centers 3%; chronic disease facilities 3%; 
TB hospitals 1%. 

Hill-Burton policy of aiding low income areas first «lso 
shows up: 48% of approvals are in Southern states; 
52% of approvals are in towns under 5,000 population; 
55% accepted hospitals have less than 50 beds. 


PEOPLE: Brig. Gen. C. S. Lyter has assumed comm ind 
of Washington’s Walter Reed General Hospital . . . 
Dr. Raymond Wesley Cunningham becomes execuiive 
secretary of the Pharmacology Training Committe: in 
the Division of General Medical Sciences at NIH ... 
Dr. Samuel C. Kaim is the new chief of psychiatric re- 
search at VA... Dr. George C. Mann has become Spe- 
cialist for Education on Aging at HEW and will be in- 
strumental in planning the White House Conference on 
the Aging . . . Retired: Dr. Nathan B. Eddy, resea ye 
phar macologist at NIH for 21 years. 
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NINTH OF A SERIES WITH SIGNIFICANT SUGGESTIONS FOR CONTROLLING CROSS INFECTIONS 


“\ ACH day my mail reminds me again of how world- 
wide are the problems of controlling spread of hos- 
-4 pital infections, particularly staph. Whether the 
letter is from an O. R. supervisor in Iran, from a hospital 
administrator in Venezuela, a government bacteriologist in 
Japan, or the chief of surgery who heads the infections 
committee in an Ohio hospital—the thing they want to 
know is “just what do we do and how?” The wide variety 
of applications and the simplicity of using Amphyl®, 
O-syl®, and Lysol® disinfectants, and our combined de- 
tergent-disinfectant Tergisyl®, allow us to supply easy-to- 
use instructions on any one of them. Now, in addition, we 
have a new approach to infection control in areas hard to 
reach or to drench with usual forms of disinfectants which 
we're looking forward to telling you about. 


It’s our new form of Amphyl®—Amphyl® Spray Disin- 
fectant and Deodorant. Amphyl Spray is especially formu- 
lated for spot disinfecting and air deodorizing. In an attrac- 
tive 16-ounce aerosol can, it can be kept handily available 
in patient rooms, at dressing stations, in utility rooms, in 
outpatient areas, and with routine housekeeping supplies. 
Its uses as a spot disinfectant are many. When spills of in- 
fectious material are obvious, it can be used immediately 
to stop spread of organisms around the hospital. Door 
handles, light switches, telephones, and other surfaces con- 
tinuously exposed to contamination by contact or air can 
be spot disinfected frequently and easily by applying 
Amphyl Spray for 2 or 3 seconds until the surface is uni- 
formly wet. Real problem areas, such as underneath oper- 
ating room tables, all through the bed springs, and around 
cart wheels, can be reached with spray-on Amphyl. 

As a quick acting deodorant, Amphyl Spray refreshes 
the air of burn units, cancer dressing and patient rooms, 
and other areas where malodorous wounds are being 
treated or offensive odors may linger. We’ve found so many 
circumstances under which it may he used effectively, 
either as a‘space deodorant or spot disinfectant, that we 
hope you will send for our new folder describing Amphyl 
Spray more fully in both its important jobs. 


At the “Infections in Hospitals” panel session at the 
A.H.A. meeting in San Francisco, Dr. Russell Alexander, 
Chief of the Surveillance Section of the USPH-HEW Com- 
municable Disease Center, had some interesting things to 
say about the use of infections data reported to the Infec- 
tions Committee. He recognized the importance of the 
alarm function of the reporting system but emphasized the 
necessity for a thorough and continuous review and analy- 
sis of individual cases as related to over-all hospital infec- 
tions statistics. In this way, Dr. Alexander has found, the 
hospital can get at the core of its own particular infections 
problems and tailor the infections control program to fit 
its own particular type of community, patient, and hos- 
pital. We took lots of notes, so if you would like to read 
more of Dr. Alexander’s comments, please let me know. 


Have you tried the new formulation of our Tergisyl® 
detergent-disinfectant yet? The recommended dilution for 
regular cleaning and disinfecting is an economical 1:100. 
This is a real labor-saving product that can be depended 
upon for its wide microbicidal activity — not only staphylo- 
cidal, but also pseudomonacidal, tuberculocidal, and fungi- 


cidal. Detergency is excellent, labor saving is quickly 
evident and new lower cost is worth inquiring about. 


Bacteriologic study of 41 patients at the University of 
Minnesota Hospitals with shock due to superimposed in- 
fection reveals that in 30 of these sepsis was due to the 
gram-negative coliform-pseudomonas-proteus group. The 
mortality rate was 70%; 21 of the 30 patients died. Escher- 
ichia coli, the commonest cause of infection, was isolated 
from 17 of the 30. Dr. Wesley W. Spink, author of the 
report in the September, 1960, issue of the Archives of 
Internal Medicine observes, “One of the commonest causes 
of bacterial invasion is catheterization of the urinary blad- 
der. Within 12 hours of this procedure a patient can exhibit 
a chill with a rise in fever.” 

As you know, many of the newest types of catheters, like 
those of polyethylene, cannot be autoclaved. Dependable 
broad spectrum disinfection is important and is possible 
with L&F O-syl®. Do it this way. Use 2% O-syl solution. 
Place “dirty” catheters directly in O-syl. Then fill 10 to 20 
cc. syringe with the O-syl, attach large gauge needle, and 
flush catheter thoroughly to remove organic matter and 
prevent clogging. Again immerse catheters in a clean con- 
tainer filled with a fresh solution of 2% O-syl and allow to 
soak for 15 minutes. Flush out with O-syl filled syringe 
several times during soak. Drain and immerse in 70% 
alcohol for 60 seconds. Remove and wrap in sterile towel. 
O-syl is highly effective against Escherichia coli, Pseudo- 
monas aeruginosa, and Proteus—as well as Staphylococci 
and Tubercle bacilli. 


In our first Staph Newsletter we quoted what Dr. 
Warren E. Wheeler, Department of Pediatrics, Ohio State 
University, had to say (Pediatrics, 23: 977, 1950) about 
what constitutes a staph epidemic in a nursery. We think 
you'll find a new article by Dr. Wheeler on “Infections 
and Nursery Problems” in the June, 1960, issue of the 
A.M.A. Journal of Diseases of Children of extreme inter- 
est. His assumption is that infections in the newborn period 
are preventable ...then he points out in detail the active 
measures which must be carried out by the nursing staff. 
Prominent among his recommendations are that necessary 
items of nursery equipment, such as scales, resuscitation 
equipment, etc., “be placed under routine bacteriologic 
check for satisfactory decontamination”. 


Have you a particularly baffling contamination control 
problem on which we might help? Our research labora- 
tories and technical advisors will be glad to work with you, 
and I, personally, hope you will ask us. Please let me hear 


from you. 


Charles F. Manz 
General Sales Manager 
Professional Division 


LEHN & FINK PRODUCTS CORPORATION 
4934 LEWIS AVENUE, TOLEDO 12, OHIO 
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CONSULTING 


with Doctor Letourneau 


Nosocomial Infections 


QUESTION: What is the length 
of time that a person should 
serve on the committee on in- 
fections? Should there be a pro- 
vision for rotation of personnel 
in the hospital? 


ANSWER: Members should serve 
for at least one year and specialists 
should serve as long as possible. It 
is definitely advantageous to rotate 
members of the committee so that 
as many persons as possible in the 
hospital be exposed to the work of 
the committee. 


Consent for Shock Therapy 


QUESTION: Is a signed consent 
necessary from patients who are 
due to undergo shock therapy? 


ANSWER: Shock therapy for men- 
tal disease is a potentially hazardous 
procedure which might result in 
damage to the patient. It should be 
explained to the patient or to his 
legal guardian, if he is incompetent, 
that the treatment may result in 
damage to the patient. 


Blood Test for Alcohol 


QUESTION: Recently, the medi- 
cal staff has raised the question 
of the propriety of having blood 
samples taken by medical tech- 
nologists or lab technicians on the 
order of a police officer. What is 
your thinking on this? 


ANSWER: There is no national pat- 
tern regarding the propriety of tak- 
ing blood samples by medical tech- 
nologists or lab technicians but in 
one state, at least, the law seems 
to provide that only a licensed phy- 
sician or a registered nurse under 
the supervision of a licensed phy- 
sician can withdraw blood for the 
purpose of determining the alcoholic 
content thereof. 
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Dietary Staff 


QUESTION: Our hospital has 
100 beds and serves approximate- 
ly 700 meals per day. Can you 
tell us how much personnel we 
should employ in our dietary de- 
partment? 


ANSWER: This depends upon the 
responsibility which you have as- 
sumed for feeding of patients and 
the type of equipment which you 
are using. With the right type of 
equipment and organization, you 
could get by with as few as ten em- 
ployees. With the wrong type of 
layout, equipment and practices, you 
could use as many as thirty and per- 
haps even more. You should retain 
a hospital consultant to help you 
with your problems. 


Preadmission Consent Forms 


QUESTION: Is it a proper prac- 
tice to have all forms signed in 
the physician’s office such as ad- 
mission, surgery consents and the 
like or must the patient wait until 
the day he enters the hospital? 


ANSWER: It is quite proper to have 
the forms signed by the patient be- 
fore admission to the hospital pro- 
vided that the consent forms are 
signed intelligently and that the sig- 
natures are obtained within a 
reasonable time before admission. 


Positions for Administrators 


QUESTION: I am an administra- 
tive assistant with three years’ 
experience since obtaining my 
master’s degree in hospital ad- 
ministration. I am looking for 
the best type of experience to 
help me to progress to the posi- 
tion of administrator of a big 
hospital. Would it be better for 
me to take a job as assistant ad- 
ministrator or would my chances 





be better to progress from cd- 
ministrator of a small hospital 
to administrator of a large ove? 


ANSWER: Boards of trustees who 
hire administrators generally look 
for evidence of successful leader- 
ship. Because of this, administrators 
of small hospitals have an advin- 
tage over assistant administrators 
who have never had experience in 
the command job of a hospital. 


Medical Records 


QUESTION: Some of our doctors 
wish to work on the medical r2c- 
ords after the department closes 
at 5:00 p.m. Would it be prover 
to leave the key to the depart- 
ment in the nursing supervisor's 
desk so that they can come in 
during the record librarian’s «b- 
sence? 


ANSWER: Indiscriminate access to 
the medical record department is 
not recommended. In some hospitals 
a separate doctor’s work room has 
been provided with pigeon holes 
where doctors not only receive their 
medical charts but pick up their 
personal mail as well. This room 
is open 24 hours a day but contains 
only uncompleted charts. Access to 
the medical records department can 
be had only by permission of the 
night administrator. 


Baby Photographs 


QUESTION: Our hospital auzil- 
iary would like to inaugurate a 
program of photographing new- 
born babies as a means of raising 
money. Some of our doctors have 
raised the question of possible 
injury to the baby’s eyes. Do 
you know of any case where this 
has ever happened? 


ANSWER: To my certain knowl- 
edge no instances of injury to a 
newborn baby’s eyes from a guarded 
flash bulb have ever been reported. 
Obviously, this process must be well 
controlled. Many hospitals are pro- 
viding this service with success. 


Dentist's Records 


QUESTION: Are dentists e- 
quired to sign operation reports 
for tooth extractions or otier 
treatment that they have given 
to the patient? 


ANSWER: Anyone who perfor:s 
any kind of therapy on a paticnt 
should sign a report with some 
identifiable signature or initial. # 
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hospitals & the Law e 


by Emanuel Hayt, LL.B. * 


Statute of Limitations Bars 
Action Against Hospital 
anc Surgeon for Surgical 
Needle Left in Patient 


# ix MaRCH 1951 Dr. Hubert E. 
Bonebrake, one of the appellees, 
utilizing the facilities of appellee 
hospital, performed upon appellant 
a surgical operation known as a 
tota! hysterectomy. In so doing a 
curved surgical needle was negli- 
gen!!y left within appellant’s abdo- 
men. Between that date and Novem- 
ber 1954 appellant returned to Dr. 
Bonebrake on numerous occasions 
complaining of severe pain, soreness, 
and agony in the area of the opera- 
tion. She submitted herself to the 
doctor at the hospital for examina- 
tion, but he failed to discover the 
presence of the needle. 

Appellant did not call upon Dr. 
Bonebrake again until February 
1956. Dr. Bonebrake performed an 
operation and removed the needle 
on February 23, 1956. 

Appellant does not assert that 
there was any negligence with re- 
gard to the latter operation. She 
does allege that appellees were neg- 
ligent in leaving the needle in her 
body at the time of the March 1951 
operation. She also. alleges that ap- 
pellees were negligent thereafter in 
failing to discover the needle in her 
abdomen. The action was com- 
menced by the filing of the com- 
plaint on July 29, 1957. 

Appellant contends that as a mat- 
ter of law post-operative treatment 
must be regarded as continuing until 
the needle was removed, tolling the 
running of the statute of limitations 
for that period regardless of when 
treatment actually ceased. 

“We are of the view that the 
courts of Idaho would probably hold 
that the running of the statute of 
limitations applicable to malprac- 
tice actions is not postponed until 
the injury has been or should have 
been discovered, but begins to run 
at the very latest when actual treat- 
ment by the defendant doctor has 
terminated. It is therefore our opin- 
ion that notwithstanding the fact 
that appellant did not discover the 
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foreign substance in her body until 
August 5, 1955, her cause of action 
accrued not later than November 
1954 when she ceased receiving 
treatments from Dr. Bonebrake.” 
(Summers v. Wallace Hospital et 
al, 10 CCH Neg. Cases 2d 1147- 
USDC-9th-Idaho ) 


Hospital Negligent in Failing 
to Prevent Suicide of Patient 
by Concealed Drug 


™ AN APPEAL was taken by the State 
of New York from a judgment of 
the Court of Claims, awarding to 
claimant the sum of $25,512.36, with 
interest, for the suicidal death of 
decedent while a mental patient at 
Brooklyn State Hospital. 

The decedent had suicidal tend- 
encies, a fact that was known to the 
State Hospital authorities. It was 
known for instance that he had at- 
tempted to take his life while a pa- 
tient at High Point Hospital by tak- 
ing an indeterminate number of 
phenobarbital tablets; and on an- 
other occasion he attempted suicide 
by hanging. 

Decedent’s suicide was accom- 
plished through the ingestion of an 
overdose of barbiturates known as 
seconal. An autopsy was performed 
which disclosed the presence of at 
least nineteen grains of this drug in 
his body after death; and there is 
expert testimony to the effect that 
he took a dose of from 12 to 15 cap- 
sules, assuming each capsule to con- 
tain a grain and a half of seconal. 

The record was devoid of proof as 
to how the drug came into his pos- 
session. The rationale of the trial 
court’s decision, for the most part, is 
to the effect that however he pro- 
cured the drug the authorities at the 
hospital were negligent in failing to 
discover that he had it; and the 
court also found in connection 
therewith that the employees of the 
hospital failed to keep the decedent 
under proper surveillance, in ac- 
cordance with accepted standards, 
and specifically failed to adequately 
inspect his clothing and bedding. 


“We think the trial court’s find- 
ings were justified by the evidence. 
It is well settled that the State is 
liable for the failure of its hospital 
personnel to take reasonable and 
necessary precautions to protect 
mental patients from self inflicted 
injuries. Each case must be decided 
on its own merits but the rule is 
clear.” 

The judgment was affirmed. 

A dissenting opinion held that 
there is a vast difference between 
the facts in this case and a demon- 
strated failure of a hospital to take 
reasonable and necessary precau- 
tions to protect a mental patient 
with suicidal tendencies from self- 
injury. To hold the State liable it is 
necessary to say that the hospital 
should have anticipated and pre- 
vented before the event, a means of 
getting and secreting drugs which, 
after the event, remains wholly un- 
explained. To say the State is liable 
on this record is to hold it to be a 
guarantor against all possible hos- 
pital miscarriages whether reason- 
able care was used or not. 

(Hirsh v. State of New York, 194 
N. Y. S. 2d 935) 


County Hospital Held Immune 
from Liability for Injuries 
to Charity Patient 


™ PLAINTIFF charged defendant 
county welfare board with negli- 
gence in the performance of services 
rendered by defendant to plaintiff 
as a non-paying or charity patient 
in a hospital operated by defendant. 
The trial court entered final judg- 
ment pursuant to an order dismiss- 
ing the complaint for failure to state 
a cause of action, and plaintiff ap- 
pealed. This court held that coun- 
ties are political subdivisions of the 
state. As such they partake of the 
state’s immunity from liability and 
may not be sued except in such 
transactions as the legislature per- 
mits. No such permission is granted. 
The court distinguished a Florida 
Supreme Court case which held that 
a paying patient in a county hos- 
pital is entitled to the same protec- 
tion as if the hospital were private- 
ly operated regardless of any statu- 
tory limitation on the ground that 
patients who pay for the services 
are justified in expecting they will 
receive free of negligence the expert 
services for which they pay. The 
judgment was affirmed. 

(Smith v. Duval County Welfare 
Board, 10 CCH Neg. Cases 2d 871- 
Fla.) a 
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MEdICAL RECOROS | 


by Adeline C. Hayden, C.R.L. 


D and C Consultation 


QUESTION: Should I be concerned 
if there is no consultation report for 
a patient who has had a D and C? 


ANSWER: You need not be con- 
cerned about the D and C consul- 
tation unless a pregnancy is present 
or suspected. 


Reporting Deaths 


QUESTION: Is it absolutely essential 
that I report all deaths? Only the in- 
teresting ones are discussed at staff 
meetings. 


ANSWER: By all means keep sta- 
tistics on all deaths as well as the 
diagnoses. Only the cases that pre- 
sent problems need be discussed but 
you do not select the cases for dis- 
cussion, this should be done by the 
program committee. 


Progress Note for Death 


QUESTION: If the nurses notes say 
“patient expired” is this sufficient or 
must I have a progress note? 


ANSWER: A licensed physician is 
the only person who can pronounce 
death. The fact should be recorded 
in the medical record and is usually 
the final progress note. The nurse 
should record in her note the time 
breathing apparently ceased, who 
was notified and when, and disposi- 
tion of valuables. 


The Unit System 


QUESTION: When our hospital 
opened in 1935, we started the Unit 
System but somewhere along the line 
we note the numbers from 1736 to 
1923 were not assigned. Is there any 
way we can use these numbers with- 
out reassigning numbers? 


ANSWER: Apparently you do not 
have a control or this could not 
have happened. Your control is your 
Unit Book or Unit Number file. 
Start with number 1 and record 
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every number consecutively with 
the date the number was assigned 
and the name of the individual to 
whom it was assigned. If you have 
not kept a control you may find 
other numbers missing. As soon as 
you get the control set up start as- 
signing the missing numbers then, 
when you have the Unit complete, 
check the control daily. This is a 
must with the Unit System of num- 
bering. 


Disturbance of Circulation 


QUESTION: We have one physician 
who insists on using the term “dis- 
turbance of circulation” as a_ final 
diagnosis. He says it is perfectly good 
terminology. Will you provide me 
with an answer for him? 


ANSWER: Disturbance of circula- 
tion is not a good diagnosis. The 
circulation of blood may be inter- 
fered with in several ways; the 
blood vessel may rupture, it may 
become obstructed with an embolus 
or a thrombus; to little blood may 
be distributed to a part or too much; 
the blood may lose its liquid com- 
ponent into the tissues. These con- 
ditions are referred to as hemor- 
rhage, embolism, thrombosis, ische- 
mia, congestion and hyperemia and 
edema. The condition from which 
the patient is suffering should be 
stated. 


Deficiencies in Medical Records 


QUESTION: You stated in a lecture 
recently that insufficient space for 
records was the greatest problem you 
had encountered in your surveys, in- 
sofar as design was concerned. My 
administrator would like to know 
what you consider the first five med- 
ical record deficiencies. 


ANSWER: I am going to list the 
first 10 leading deficiencies I have 
encountered: 
delay in writing histories and 
physicals promptly after admission, 
records not completed promptly 
after discharge, 






poor histories and physicals (es- 
sential factors omitted), 

failure to record provisional di- 
agnosis, 

inadequate or no progress notes, 

failure to write or dictate surgery 
notes immediately following sur- 
gery, 

inadequacy of operative notes, 

lack of recorded consultations, 

unsatisfactory filing and number- 
ing systems, 

poor medical terminology used in 
final diagnoses. 

There are many more but if all 
10 of these were corrected in every 
hospital, the result could be termed 
good medical records. 


























Ball Point Pens 





QUESTION: Our physicians are using 
ball point pens exclusively for chart- 
ing purposes. What shall I do about 
it? Is it acceptable? 











ANSWER: Ball point pens are gen- 
erally accepted in business. The re- 
cording on medical records must be 
permanent. I would suggest you 
discuss this question with your hos- 
pital attorney relative to the legality 
but I think you will find ball point 
pens legal in the majority of states, 












Refractions 






QUESTION: Are refractions to be 
counted as clinic visits? Our adminis- 
trator says they are but the medical 
staff say they are not. 








ANSWER: You are responsible to 
your administrator and I should 
think you would want to comply 
with his instructions. Of course he 
is right, refractions should be 
counted as clinic visits, just as any 
other clinic visit. Report your clinic 
visits by service. 
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Chiropodist on the Staff 





QUESTION: We have a chiropodist 
on our staff. He is writing histories 
and doing physical examinations. He 
signs them but is this permissible‘ 








ANSWER: No. The chiropodist, un- 
less he is also a qualified }.D, 
should not write the history oF 
physical examination, nor check. the 
heart and lungs before surgery. May 
I refer you to Hospitals, vol 29, 
page 46, October, 1955. Also Ti{os- 
pitals, vol. 31, pages 22, 24, February 
16, 1957. If you have chiropodists on 
your staff I urge you to review 
these references. bd 
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Diack Controls, 
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ples of cleanliness and ste- 
rility and you will control 
the staph problem. 


SMITH & UNDERWOOD, Royal 
Oak, Michigan. . 
facturers of Diack Controls and 


Inform Controls 


TIMVE-TRIED 
Mart Conta 


. Sole manu- 








a.c.N.a. ACTIVITIES 


The new president-elect 

of the American College 

of Hospital Administra- 

tors is Tot TERELL, ad- 
ministrator of the Shannon West 
Texas Memorial Hospital in San 
Angelo. 

MerrILL F. STEELE, M.D., admin- 
istrator of the Bethesda Memorial 
Hospital of Boynton Beach, Florida, 
made the announcement of Mr. 
Terrell’s nomination for Frank S. 
GRONER, chairman of the Nominat- 
ing Committee of the College at the 
General Membership Assembly of 
the professional society, held on 
August 29th at the Sheraton-Palace 
hotel in San Francisco. 

In addition to the nomination of 
Mr. Terrell, the appointments of 
Rosert S. Hupcens as first vice- 
president of the College, and Crar- 
ENCE E. WoNNACOTT as second vice- 
president were announced by Dr. 
Steele. 

Mr. Hudgens is the director of the 
School of Hospital Administration, 
Medical College of Virginia in Rich- 
mond, 

Mr. Wonnacott is the administra- 
tor of the Latter-Day Saints Hos- 
pital in Salt Lake City. 

Dr. Steele also reported the re- 
sults of recently completed elec- 
tions. 

Puitie D. Bonnett, M.D., becomes 
the Regent for the College in Re- 
gion One, comprising the states of 
Maine, New Hampshire, Vermont, 
Massachusetts, Rhode Island and 
Connecticut. Dr. Bonnett is the ad- 
ministrator of the Massachusetts 
Memorial Hospitals in Boston. 

He fills a post previously held by 
A. W. Snoxe, M.D., director of the 
Grace-New Haven Community Hos- 
pital in New Haven, Connecticut. 

JoHN W. KaurrMaNn, administrator 
of the Princeton Hospital in New 
Jersey, is the second newly elected 
Regent of the College. He will serve 
the membership in Region Four, an 


area consisting of the states of New: 
Jersey, Delaware, Maryland and the’ 
District of Columbia. 

Mr. Kauffman fills a_ position 
which was held by Leo G. ScHMELZ- 
ER, former director of the Wilming-" 
ton General Hospital in Delaware.’ 

Four Regents of the College were 
re-elected to another term of office, 

They are: Witson F. BEenrer, Re- 
gion Seven, superintendent of the’ 
Toledo Hospital in Ohio; Rosert W. 
BacHMEYER, Region Ten, director, | 
St. Barnabas Hospital, Minneapolis; 7 
AurFrep E. Marry, Region Fourteen, 
administrator, Herrick Memorial 7 
Hospital, Berkeley, and Dr. J. Ratpa | 
Boutin, Region Eighteen, medical } 
director, Notre-Dame Hospital, 
Montreal. 

Metvin L. Suttey, administrator 
of the Wills Eye Hospital in Phila- 
delphia, took over as president of 
the College at the Monday morning 
session. 


The creation of a JAMES — 

A. Hamitton memorial 
fund to endow in per- | 

petuity the “Hospital 
inistrators’ Award” was an- 
nounced this month by the College. 

Sponsors of the memorial are | 
alumni of the course in hospital ad- 7 
ministration of the University of 
Minnesota, where Mr. Hamilton 
serves as course director. 

The Hospital Administrators 
Award is given annually to the 
author of an outstanding book on 
the subject of administration. It 
carries a $500 cash award and @ 
medallion and is awarded at the 
College-sponsored Congress on Ad- 
ministration, held each year in Feb-~ 
ruary. In testimony to Mr. Hamilton, ~ 
the alumni of Minnesota have do=— 
nated the sum of $15,000. F 

The first of the newly endowed” 
book awards will be made at the | 
next, the fourth, annual Congess” 
scheduled for February 2-4 at the? 
Morrison hotel here in Chicago. §~ 
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Public Relations—the necessity to operate on credit 
by which process both institution and community 


by J. Norman Robertson 
Public Relations Director 

The Vancouver General Hospital 
Vancouver, British Columbia 


will profit. 


Pills, 
Pulses 
and Public Relations 





Vancouver General Hospital 


In its 57 years as an incorporated, voluntary, nonprofit institu- 
tion it has reached physical greatness, there being no alternative in 
meeting demands for service with service. It has become Canada’s 
largest hospital, it has become the Heart of British Columbia’s 
Medical Centre engaged in diagnosis, treatment, research and edu- 
cation. It has become one of the foremost teaching medical institu- 
tions on this continent and in the commonwealth. The character of 
its service, the extent of its facilities and the quality of the remark- 
able skills of those who practice within her walls, have raised insti- 
tutional stature to a level where greatness of need and greatness of 
opportunity are matched in service and community mindedness. 
This phenomenal growth is a story to be told, because in my mind 
it is the sort of thing which can awaken interest which can be a 
reminder of the major role this hospital occupies in the life of the 
community and should influence for good the opinion and attitudes 
of those citizens of whom it is estimated one out of every six will 
one day occupy a bed here and be grateful. This, to me, is public 
relations at work, attempting to create in the minds of men, women 
and children a true image, a creditable image of this vast institution 
occupying 17 acres of land with something like six miles of tunnels 


underground snaking their way from building to building. 


® NO BUSINESS performs its bit for 
as many publics or for so diversified 
an audience as does a hospital. Each 
of the publics will have an intimate 
association with or have reason for a 
personal concern in The Vancouver 
General Hospital. Their opinions 
contribute to the total public con- 
cept of this hospital. It follows there- 
fore our public relations program 
must be directed to each and all. 


The Patients 


Each year more than 35,000 new 
patients will be admitted and, it is 
estimated, in the lifetime of the ex- 
isting population about one in every 
six will sooner or later spend time in 
a VGH bed. This, in the truest sense, 
constitutes a captive audience and 
provides the hospital an excellent 
opportunity to etch upon the mind of 


each an indelible impression of what 
we are. 


The Medical Staff 


More than a thousand docto:s 
practice at VGH. Each is quite cap- 
able of assessing situations for him- 
self and as a personal adviser i9 
hundreds of men and women it is 
absolutely endemic with our public 
relations program that he have com - 
plete confidence in every phase of 
the operation of the institution. 


The Nursing Staff 


We have approximately 700 reg- 
istered graduate nurses. It is th» 
nurse to whom the patient most im- 
mediately confides. Having been ad 
mitted to the hospital, misgiving: 
and the uncertainties for the un 
known become their constant com 
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we 


panions until, somehow, these con- 
cerns have been dispelled. And who 
does the. dispelling, or who can? 
Most frequently it is the nurse. This 
in part is the story to be told to 
the women in white. 


The Employees 


More than 2,700 men and women 
staff this hospital every hour of 
every day of every year. Each con- 
tributes something to the total op- 
eration. A very large percentage of 
them never know their fellow work- 
ers. So it is all important they know, 
as far as humanly possible, that 
their contribution is recognized, 
that they are not merely on the 
outside rolling the hoop; rather, 
they are at the hub providing that 
which is necessary for the smooth 
operation of this vast piece of ma- 
chinery. 


Volunteer Groups 


Auxiliary members spend thou- 
sands of hours working with the pa- 
tients, assisting the hospital and in 
fund raising for the benefit of pa- 
tients. There is an extremely vital 
contribution so valued that there 
simply is no alternative but to in- 
clude their good works in public 
relations considerations. 

Provincial, federal and civic bodies 
each have a close association with 
the affairs of VGH. Their direct 
contributions make possible the op- 
eration of the hospital and to this 
end complete understanding of our 
problems is essential to a continua- 
tion of the best relationships. 

Educational bodies such as high 
schools and the university are the 
source from which come the accept- 
able candidates for training. Their 
desire to train at VGH could never 
be stimulated by ignorance of our 
educational programs nor an un- 
awareness of the standards be- 
cause of which The Vancouver Gen- 
eral Hospital is recognized as one of 
the foremost teaching hospitals. 

And then there are publishers 
who are always interested in de- 
velopments of our physical plant 
and in the progress achieved in re- 
search in medicine and in _ tech- 
niques. 

The suppliers of hospital necessi- 
ties have every reason to look upon 
the hospital as a lucrative account 
and competition is keen. But also 
our demands, of sheer necessity, are 
definite, rigid and of an unusually 
high standard. 

Good public relations at VGH de- 
mands that those responsible in 
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this area of hospital management 
present the hospital’s story so that 
the hospital’s position is clear be- 
yond all question of doubt. 

Press, radio and television take 
the position they have a large re- 
sponsibility to the community as 
disseminators of news; it is their 
duty to keep the community in- 
formed. And I agree. I also admit 
wholeheartedly the value of these 
media to my public relations pro- 
gram. However, I take the posi- 
tion that I must be the sole judge, 
insofar as their requests are con- 
cerned, what may or may not be 
released. If I cannot exercise this 
control in a fashion that will sug- 
gest reasonableness, I cannot ex- 
pect cooperation from either the 
press, radio or television, upon 
whom I place very considerable 
stress as an aid to this hospital’s 
public relations activities. 

And so we have many stories to 
tell and many audiences we want 
to hear. How to accomplish the 
telling is really the nub of the 
thing for this is public relations in 
the doing and relationships in the 
making. That the relationship should 
be the best and the estimate of our 
worth the highest, is the only thing 
that matters. Every effort made in 
the name of public relations must 
find its place on the escalator mov- 
ing up to the platform of public 
acceptance. So we put our story on 
paper and we invite everyone to 
read. 


Printed Matter 


The effectiveness of printed mat- 
ter in any public relations program 
need not be underlined. This de- 
partment could not make the best 
case without it and_ booklets, 
pamphlets and even color post 
cards are produced and made 
available to the patients and all 
other publics. 

Because The Vancouver General 
Hospital is what it is, a modern 
medical center, everything eminat- 
ing from the public relations depart- 
ment should demonstrate today’s 
approach. Consequently the 16- 
page booklet picked up at the bed- 
side by the patient or the visitor, 
or the reference piece taken from 
the files of the public library whose 
title reads “NO TIME, NO PLACE 
FOR ALCHEMY”, is of modern de- 
sign in full color, conceived to 
stimulate interest in the content. It 
explains the why’s and wherefores 
of life in the hospital. It attempts 
to bring some matters into proper 
perspective for the patient. For 


those who may have some antipathy 
against large institutions it explains 
that only these large medical cen- 
ters can provide the exceedingly 
costly facilities necessary for to- 
day’s highly specialized care. Con- 
sequently, outstanding men are at- 
tracted to these large medical cen- 
ters. This is the patient’s assurance 
of the finest patient care. For the 
distraught person who longs for re- 
lief, who out of near despair en- 
tertains some dreams of miraculous 
cure, it is emphasized that the finest 
care means leaving nothing to 
chance, means the application of 
procedures which exclusively have 
been perfected under the most rigid 
circumstances of testing, supervision 
of the most meticulous nature. It 
is made clear that here is no place 
for any practice that is unprofes- 
sional or of doubtful character. 

Each morning a breezy news 
sheet appears on the tray of every 
patient. Through an arrangement 
with radio station C.K.W.X. ap- 
proximately 500 words of the latest 
condensed news are fed by tele- 
phone from the station’s news de- 
partment to the hospital’s public 
relations department where it is 
organized, edited where necessary, 
dispatched to the hospital’s printing 
department, subsequently distrib- 
uted to all dietary areas and placed 
on each patient’s tray. The news 
sheet banner quite definitely states 
it is prepared and distributed as a 
public relations feature of the hos- 
pital for the interest of the patients. 
Its value is soon known by the im- 
mediate demand of any patient who 
may have been overlooked. 

All major hospitals experience an 
acute shortage of nurses at one 
time or another. Two or three years 
ago, a nursing dirth had descended 
upon VGH. Other hospitals had felt 
the sting of it. Now it was our turn. 
Advertising had done little to re- 
lieve the situation. It was time pub- 
lic relations took a look at remedial 
measures. It is known that within 
the profession there is a transient 
percentage of nurses. I knew there 
were many trained nurses practicing 
in the States, Britain, Australia and 
other parts of Canada who were al- 
ready on the move but hadn't 
reached this land of munificence and 
beauty, sometimes called British 
Columbia’s lower mainland. And 
there were others who hadn’t yet 
pulled first roots but would likely 
fall to the eroding effects of subtle 
inducement. These constituted a 
public which had to be reached. It 
seemed only sensible to me that if 
these women were considering a 
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move across a border, across a 
mountain or across a sea they would 
not likely be interested only in the 
hospital which might have need for 
their services but the direction in 
which they might take off and the 
institution where they might light 
even for only a while, might well 
be determined by a decision based 
on the local environments sur- 
rounding the institution. Subse- 
quently I designed and produced a 
double fold brochure of eight pages, 
“INVITATION TO NURSING.”* It 
was not unlike an illustrated travel 
folder. Pictures were liberally used. 
The whole thing was intended to 
describe the character of the area 
and some details of the facilities 
and services which provide outlets 
for cultural interests and leisure 
time pursuits. To this story was tied 
details of the hospital and its grad- 
uate nurse personnel policies. Dis- 
tributed widely, acceptance of the 
publication was soon evident in the 
many requests and inquiries re- 
ceived. Certainly the booklet can- 
not take the entire credit for re- 
versing the trend, but its influence 
in bringing competent people to us 
from points near and far has been 
definitely established. Expression of 
official acknowledgement and ap- 
preciation came in from provincial 
and civic departments and from the 
tourist bureau as also from many 
other sources. What had been done 
was considered a real public serv- 
ice and was interpreted as proof of 
this institution’s awareness of its 
position in the community. 

The hospital’s annual report has 
a prime place in the opinion-mould- 
ing rack. Designed, researched and 
compiled by the public relations 
director, it is produced by the pub- 
lic relations department without 
the assistance of any outside agen- 
ev. Only the mechanical operation 
of producing the report is handled 
by an outside printing plant. As all 
reports should do, it tells the story 
of 12 months past, but from that 
point on any similarity to other re- 
ports is absent. Full-page pictures 
illustrate many areas of the hos- 
pital’s operation but these illustra- 
tions are the result of abstract 
photography and the unusual effects 
of solarization. The entire report is 
radical in format in that it is a total 
break with the old concept of re- 
ports. But as a P.R. instrument, de- 
sign alone is not necessarily the 
thing. The story it tells is what mat- 
ters and to this end it is factual and 
complete. Its distribution includes 


* Hospital Management, July 1958, pp. 
36-37. 
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And now, before the operation is fin- 
ished — a final word from the pa- 
tient. 


the reference libraries of medical 
institutions, the national library in 
Ottawa, public libraries, universi- 
ties, business and industry, service 
groups, federal, provincial and civic 
government departments and per- 
sons representative of all levels of 
the community. The report, as a 
written mouth-piece of the hospital, 
is in a position to do much to create 
impressions of the institution in the 
public mind. I believe it does much 
to support this hospital’s public re- 
lations effort and the fact that for 
the past several years it has re- 
ceived the highest international 
award+ for hospital reports is in 
itself one of the smaller success 
stories which, added to the others, 
builds credit for the institution. 


Teaching 


This Hospital conducts a ranking 
educational program, closely asso- 
ciated with the Faculty of Medi- 
cine, University of British Colum- 
bia, for professional and technical 
personnel for specialized assign- 
ments in the medical field. Members 
of the _ hospital’s administration, 
nursing and medical departments 
participate in teaching. 

As a member of the hospital’s ad- 
ministration staff, the public rela- 
tions director is personally involved. 

It goes without saying the sub- 
ject of his discourse usually gets 
around to the importance of em- 
ployee attitudes and the aspects of 
hospital life which should give each 


+ Winner of the Bronze Plaque in 1958 
and 1959 in the MacEachern Competition, 
sponsored each year by Hospital Manage- 
ment, 


employee and graduate a good deal 
to be proud of. Touring groups of 
all kinds, adults and school chil- 
dren, are also exposed to the pearls 
of wisdom which drop as dew from 
the tongue of the wise P.R. prac- 
titioner. Because both of these 
groups are captive audiences, they 
have to sit and take it, it’s part of 
a package deal designed to promote 
knowledge. It affords the director 
another opportunity to preach the 
word that our good works shall be 
known. The public relations direc- 
tor also participates in lecturing to 
adult education enrollees of a pro- 
fessional course presented by the 
Public Relations Society of British 
Columbia for the benefit of those 
in business engaged in P.R. or re- 
lated activities. The director par- 
ticipates also, from time to time, in 
public panel discussions. 


Doctors 


Doctors comprise a highly im- 
portant and influential public which 
must be recognized in this hospital’s 
public relations program. Profes- 
sional ethics do not permit activi- 
ties which by any stretch of the 
imagination can be construed in the 
public mind as advertising. Their 
business for all intents and purposes 
is private and relationships with 
their clients are confidential. To say 
the least, is to say they tend to say 
little. But at times, their demonstra- 
tions of support and cooperation 
are necessary to the effective tell- 
ing of a story. Such an occasion 
arose with the advent of open heart 
surgery at The Vancouver General 
Hospital. With an understandable 
natural reluctance of doctors to be 
drawn into press stories in the early 
stages of this heart service, it be- 
came the responsibility of the public 
relations department to present to 
the press a clear picture of all that 
was involved in the hope the press 
would accept the public relations 
director’s decision that details cou'd 
not and should not be expected ur - 
til a reasonable experience in th:s 
surgical field had been recorde‘. 
At the same time the public rel: - 
tions director felt it necessary th:t 
members of the medical professic 
clearly understand the public’s i: - 
terest and the necessity for the pul - 
lic to know something factual .f 
this new service if it were to he 
expected to fairly assess the tot! 
value of our institution. 

It was felt that very great thoug!:t 
must be given to the families cf 
children who might subsequent], 
benefit from such surgery. They 
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lived in great hopes and it was be- 
lieved the correct action was to re- 
lease detailed stories after a record 
of surgical accomplishments could 
be cited which would justify their 
reasonable hopes. Ultimately the 
press agreed this was generally 
common sense and certain doctors 
agreed to cooperate in meeting the 
press, freely answering qustions and 
generally assisting in the develop- 
ment of an accurate published ac- 
count of what was happening in the 
field of cardiac surgery at VGH. 
And they did. The press witnessed 
surgery as doctors gave a running 
commentary of each step of the pro- 
cedure. Actual photographs were 
permitted. Members of the surgical 
anc nursing team cooperated in a 
five-day television series with spe- 
cialists and nurses giving live ac- 
counts of the equipment used, pro- 
cecures employed and some facts 
relating to diseases of the heart. 
What emerged ultimately was a 
factual story of accomplishment that 
built confidence in the public mind. 


Press Relations 


Relationships with the press must 
be firmly fixed upon a common 
denominator of reasonable coopera- 
tion within the limits of the news 
gathering aspects of the press’ func- 
tion and the hospital’s P.R. policy 
for the release of patient and hos- 
pital information. Out of actual ex- 
perience within the hospital, the 
public relations director advanced to 
the hospital board, for acceptance 
as official policy, certain proposals 
concerning the release of patient 
information which it was believed, 
from a public relations point of 
view, was sound and fully rec- 
ognized the rights to privacy of the 
patient while also recognizing the 
position of the press. Those pro- 
posals now constitute our fixed pol- 
icy. Impossible to satisfy everyone 
all the time, it is not impossible to 
endeavor to do what is honestly 
believed to be in the best interest 
of everyone. If the effort is clearly 
recognizd as well intended, rela- 
tionships are bound to be strength- 
ened by a buttress of respect. This 
at least was my philosophy and, 
over the years, in spite of problems 
which have and will always occur, 
our press relations have never been 
beiter. General support of the press 
is clearly evident. 


Radio and Television 


The facilities of radio and tele- 
Vision are not overlooked as effec- 
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Relationships with the Press 


The Vancouver General Hospital 


It is not considered the responsibility of the department of public 
relations to originate any press release concerning any patient. 


The department originates a press release concerning a patient 
only upon the specific request of the patient or when, to the satisfac- 
tion of the director of public relations, it is established that such 
information is on behalf of and in the best interest of the patient. 


Information released to the press is at all times contingent upon 
respect for privacy of the individual, professional ethics, hospital 
responsibilities, patient-doctor relationships and an understanding 
of the position of the press in the community as a disseminator of 
current news. 


It is the prime responsibility of the director of public relations 
to see that the public will be in receipt of correct information. If 
circumstances preclude honesty, within the limits of the hospital’s 
public relations policy, no statement is made. 


The public relations department does not undertake to ascertain 
personal information for the press which the representative of the 
press would normally be expected to obtain in the performance of 
his duties. 


The public relations department will at no time make a prognosis 
merely to be in a position to make a statement; neither will it reveal 
names of doctors unless the doctor has personally consented. 


In the emergency room, if a conscious adult patient is able to 
communicate, the request of the press is made known to him either 
by the director of public relations or the department head after 
condition has been ascertained. Photographs or inverviews are per- 
mitted only if the adult patient or parent or guardian of a minor 
agrees and the patient’s well being is not in anyway imperiled. 











No approach is made to any patient in the hospital without the 
knowledge and approval of the public relations director. 





tive media by which our story is put 
before the public. Recently, The 
Vancouver General Hospital opened 
its new 504-bed Centennial Pa- 
vilion. It was believed that every 
citizen should know what this great 
addition to the hospital meant in 
terms of additional services for the 
care of the sick and the injured. It 
included what is regarded as the 
most complete and _ up-to-date 
emergency service on this continent. 
Certainly the public was entitled to 
know these things. In the prepara- 
tions for the opening and dedica- 
tion ceremonies of the building, the 
overriding premise was that public 
relations must be a consideration of 
paramount importance in the formal 
presentation of the splendid new fa- 
cilities to the public. And how did 
we put life into this proposition? 


Well, a pre-opening luncheon and 
complete tour were arranged for 
representatives of press, radio and 
television with the expressd inten- 
tion of inviting questions, no holds 
barred, and answers to be freely 
given. The importance of this op- 
portunity to get next to the official 
members of hospital management, 
to see things for themselves, to 
draw their own conclusions, to write 
a story as each would write it, was 
demonstrated by the fact that this 
day went into the records as the 
only known occasion of its kind 
when newspapers, radio stations and 
television services were represented 
one hundred percent. The general 
coverage which followed left no 
doubt that the public relations value 
of this arrangement was accurately 
appraised. * 
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™ ADMINISTRATION is administration 
regardless of the organizational 
structure within which it operates! 
This is and has been the cry of those 
who have developed administration 
into an identifiable body of knowl- 
edge with applications in many areas 
of endeavor. To these people we owe 
a debt of gratitude for establishing 
the foundations of our profession. 
However, there is yet much to be 
learned about comparative adminis- 
tration in spite of the advances 
made. Each administrator from each 
field has an obligation to add to the 
body of knowledge regarding ad- 
ministration. To do this, he must 
seek to mold for himself a philos- 
ophy of administration which can 
serve as a frame of reference against 
which he can evaluate the experi- 
ences of his career. This is not an 
easy task nor one to be accomplished 
and forgotten. The seeking must be 
constant and the philosophy ever 
changing. The term “administra- 
tion” is still somewhat nebulous and 
somewhat clouded by the narrow- 
ness of traditional usage. To many 
people it is synonymous with the 
term “manager;” to others with the 
term “superintendent;” and, more 
recently, with the term “director.” 
Administration has been defined 
as many things and to include many 
activities. Adams Brooks in his 
book, The Theory of Social Revolu- 
tions, sets forth his concept of ad- 
ministration by writing that: 
“Administration is the capacity of 
coordinating many, and often con- 
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flictine social energies in a single 
organi 1, so adroitly that they shall 
operate as a unity. This pre-sup- 
poses the power of recognizing a 
series of relations between numer- 
ous special social interests, with all 
of which no man can be intimately 
acquainted. Probably no very highly 
specialized class can be strong in 
this intellectual isolation, incident 
to specialization; and yet adminis- 
tration or generalization is not only 
the faculty upon which social sta- 
bility rests, but is, possibly, the 
highest faculty of the human mind.” 

Administration in some form ex- 
ists anywhere individuals, groups, 
societies, states, and nations act and 
inter-act. Certainly, anywhere that 
law exists administration can be 
found, for laws must be adminis- 
tered. This applies to the laws of 
governments, churches, universities, 
industrial and commercial enter- 
prises, health organizations, or any 
of the laws of God or man. 


Administrative Elements 


Administrative processes are found 
in all group effort. These processes 
are at work in hospitals, health or- 
ganizations, governments, churches, 
educational institutions, and com- 
mercial enterprises. The adminis- 
trative framework may vary as to 
form and objectives in all of these 
social agencies but, in the final anal- 
ysis, there is a basic homogeneity in 
the principles underlying the ad- 
ministrative process regardless of 


the framework in which it is found. 
The art of administration, wherever 
employed, is the organization, direc- 
tion, coordination and control of the 
activities of individuals and other 
resources to achieve certain goals. 


Organization and Goals 


The administrator, to be success- 
ful, must not only be able to organ- 
ize his own work, but he must be 
able to create, prior to the execution 
of duties, the underlying conditions 
necessary to meet objectives. This 
ability to organize or create an en- 
vironment is the basic element in 
the art of administration. To organ- 
ize, the administrator must be able 
to recognize and visualize the rela- 
tionships between functions, physi- 
cal factors, and personnel, and he 
must be able to build an organiza- 
tional structure around these rela- 
tionships. 

Goals may be set for the admin- 
istrator, or by him, but his most 
challenging duty is the combatin« of 
undirected institutional momentim. 
A constant battle must be wage: to 
achieve effective and economical 
means. This requires ability to plan 
creatively and objectively, to chan- 
nel and direct the use of resources. 


Coordination and Overview 


Coordination as an element of the 
art of administration requires ‘he 
administrator to act to bring into 
harmonious adjustment or functivn- 
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ing “many, and often conflicting so- 
cial energies.” Difficulties arise in 
that the person doing the coordinat- 
ing may not understand all of the 
ramifications of the “social energies” 
with which he is dealing. He, him- 
self, may be so immersed as to be 
oblivious of some factors. His par- 
ticular interest must be in seeing 
that all of the parts of the program 
of the organization are working har- 
moniously and efficiently toward 
well-defined goals. 

The details of the operation of 
the various parts of the program 
are of vital importance and interest 
to the administrator but he must 
leave to qualified subordinates the 
execution of detailed and routine 
duties. The administrator must limit 
his interest because he is limited by 
time. This administrative limitation 
of time, attention and available in- 
formation may be the basis for re- 
sentment and friction. Subordinates 
are often unaware or unappreciative 
of the program and goals of the en- 
tire organization and the adminis- 
trator finds his efforts misunder- 
stood. 


Consent and Control 


Effort to exercise directing, guid- 
ing and restraining power over the 
business and social activities of other 
persons usually meets with resist- 
ance. They will submit to controls 
only when convinced that such sub- 
mission will result in the satisfaction 
of other desires held more dear than 
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the loss of a limited amount of free- 
dom. The job of the administrator, 
as it relates to controlling, is re- 
solved to one of controlling the 
activities of others by their consent 
—not by or through the use of dic- 
tatorial methods. 


Philosophy 


An administrator, whether he be 
hospital administrator, a churchman, 
a university official, an industrialist, 
or whatever, needs to develop a 
background of thought, or if you 
please, a philosophy of management. 
He must develop his philosophy 
around the elements of administra- 
tion in such a way that it can be 
used as a sounding board against 
which he can focus particular cir- 
cumstances and from which he can 
attack specific problems. Without 
principles and the fortitude to stand 
by them, the administrator may be 
likened to a rudderless ship. 


Expectations 


Responsible and effective leaders 
will remember that the consuming 
public does not exist to serve the 
owners, employees, and representa- 
tives of organizations rather the or- 
ganizations exist to serve the public. 
And they continue only by doing so. 
The public sanctions that enable the 
administrators of these organizations 
to engage in their various activities 
rest upon the rights and expectations 
of the individuals within society. 


These rights are delegated by the 
body social to administrators. The 
administrators are obliged to repre- 
sent and fulfill the expectations of 
the public. This delegation of rights 
to administrators is subject to recall 
if abused or if expectations are not 
met. Can this be the reason for the 
trend toward the “socialization” of 
medicine and health care which is 
such an issue in the health organ- 
izations of today? 

Administration has certain obliga- 
tions as a result of this delegation of 
rights by the body social. These ob- 
ligations have to do with providing 
the public with the goods and serv- 
ices it requires in the quantities and 
qualities it desires, when and where 
it wants them and at competitive 
prices. 

These obligations are applicable 
to all institutions regardless of 
whether they be hospitals, universi- 
ties, governments, or commercial 
institutions. For example, when a 
hospital fails to meet its obligations 
one sees the results in loss of pres- 
tige in the community, unstable em- 
ployment in the administration, or 
unfavorable articles in the local 
newspaper. When a university ad- 
ministrator fails to fulfill his obliga- 
tions, the result may be inefficiencies 
on the part of the faculties, dissatis- 
factions on the part of the students 
or irate alumni. If he fails to func- 
tion properly over a long enough 
period of time, another will be 
found to do his job. 

Government officials, no matter if 
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they be special assistants to the 
president of the United States, may 
suffer the consequences of with- 
drawal of public support. There are 
few organizations where the officials 
or the “administration” feel the 
pressure of public opinion more than 
do the men in governmental admin- 
istration. The people, through their 
elected representatives, radio, and 
newspapers keep a “close eye” on 
governmental affairs and tolerate 
deviance from expected behavior 
only to a limited degree. 

Businessmen know that they must 
produce according to the expecta- 
tions of the market or die commer- 
cially. Many do die. This may be 
because of ignorance of the market, 
because of inability to give the mar- 
ket what it demands, or because an 
attempt is being made to fill a need 
that does not exist. To be successful 
the administrator must see that his 
organization remains competitive in 
the industry within which it func- 
tions. 


Objectives 


To remain competitive the enter- 
prise must keep its own objectives 
consonant with public demand and 
values. Ralph Currier Davis in his 
book, The Fundamentals of Top 
Management, defines an objective 
as: 

“Any value or values that are 
needed or desired by an individual 
or group of individuals, provided 
that the person or group is willing 
to make some sacrifice or effort to 
obtain them. Any economic or so- 
cial value is any satisfaction of a 
need or a desire for which an indi- 
vidual or group is willing to ex- 
change other values. These values 
may or may not be tangible.” 

Hospitals, churches, universities, 
or business enterprises which cannot 
or will not define and state their ob- 
jectives, whether they be tangible 
or intangible, often fail to satisfy a 
public which has specific needs to 
be met. Administrators must assume 
responsibility for assisting in the 
definition of objectives, and must 
assume responsibility for seeing that 
the objectives are accomplished to 
the satisfaction of employers, em- 
ployees, and the market. If this re- 
sponsibility is not assumed, undi- 
rected institutional momentum will 
set in. This in turn may lead to com- 
plications causing the administrator 
to lose his position, or even worse, 
to become an “office-holder.” The 
administrator should be the leader! 
He is expected to organize, direct, 
coordinate, and control the activities 
of his institution toward the fulfill- 
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ment of its objectives. Unless he 
can do this, he is not discharging his 
obligations. 


Specialists 


The hospital administrator has 
been characterized as a “generalist 
in a sea of specialists’ because he 
must supervise or carry out basic 
administrative functions in numer- 
ous highly specialized areas without 
detailed understanding of the opera- 
tions involved. He must be knowl- 
edgeable in many areas and must be 
able to discriminate between mat- 
ters that are important and unim- 
portant in accomplishing his pur- 
poses. Without the ability to dis- 
criminate between the important 
and unimportant, the administrator 
falls into the “administrator’s dilem- 
ma” of being unable to see the forest 
for the trees. 

The hospital administrator must 
depend upon physicians, nurses, 
technicians and nonprofessional per- 
sonnel to perform required duties 
connected with rendering particular 
services. He must depend upon these 
people to supply him with the in- 
formation he needs to organize, di- 
rect, coordinate and control. This 
presupposes the ability on his part 
to ask the proper questions, to gain 
the confidence and cooperation of 
the people, and to act with wisdom 
and justice. If the hospital adminis- 
trator is to be successful, he must 
not underestimate or overestimate 
the importance of the highly special- 
ized areas within his organization. 
He must realize his key to these 
areas is through relating the activi- 
ties of the peoples working therein. 

While this discussion of the ad- 
ministrator’s role in the administer- 
ing of highly specialized areas has 
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been applied to the hospital admin- 
istrator, the comments are equally 
valid when applied to the govern- 
mental administrator responsible for 
directing and controlling the activi- 
ties of a group of scientists or the 
university administrator responsible 
for directing and controlling the ac- 
tivities of faculties. In such instances 
the administrator must organize, di- 
rect, coordinate, and control the ac- 
tivities of people in highly special- 
ized and “professionalized” areas 
without knowing all of the details 
of the operations concerned. 


Policy 


The administrator’s ability to di- 
rect, coordinate, and control will de- 
pend not only on his personal ca- 
pacities and attributes but on the 
organizational framework he de- 
vises. Through organization he is 
able to pinpoint responsibility and 
maintain accountability. But the 
breath of life of organization is a 
clean and purposeful body of policy. 
A policy is a settled course for 
which an organization has_ been 
adopted and which individuals fol- 
low to attain organizational goals. 
Unfortunately, the policy making 
function in many institutions, par- 
ticularly hospitals, is often dysfunc- 
tional with the only policy being no 
policy—and this being unwritten! 
Some institutions of note encourage 
the use of the “rule of reason” but 
do not define who is to do the rea- 
soning. Since this leaves everyone 
free to use the rule, and since no 
two people reason alike or with the 
same ability, the result is mass con- 
fusion in which sly manipulation is 
given free rein. 

Policy, to be sound, should have 
as its basis organizational objectives. 
Policy should be stated in simple 
terms and in such a way as to be 
both stable and flexible. One policy 
should not be in conflict with an- 
other and all should be realistic. 
Well-delineated policy makes the 
administrator’s job of coordination 
easier since the means to the ends 
are outlined for everyone from the 
lowest worker to the board member. 
Policy gives a sense of direction to 
the organization. It is the institu- 
tional compass by which the insti:u- 
tional goals are reached. 


Administrator’s Role In Policy 


What is the administrator’s role 
in setting policy? It will vary, »ut 
generally he will advise regarding 
over-all policy and set “operation!” 
policy himself within the boundar ‘es 
of institutional general policy. 7 
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™ THE NUMBERS OF PATIENTS, with- 
out sight, are increasing in the ad- 
mission records of hospitals. The 
reasons for this increase are well 
known by properly informed hos- 
pital staffs—the general population 
is increasing in age span; accidents 
bring emergency ward admissions 
with many related sight losses; the 
general public has been educated to 
the need of eye surgery for curative 
purposes rather than for emergency 
surgery after a pathological condi- 
tion has run its course. 

There is a difference in the psy- 
chological traumas following loss of 
sight for the loss of sight almost to- 
tally blocks the individual from be- 
ing a part of a recuperation process. 
The one who suffers dismember- 
ment of any portion of the body, 
except the eyes, can participate in 
any medical program of recovery 
depending on his own inherent de- 
sire to regain normalcy and survive. 

The entire gamet of shock, de- 
pression and convulsive trauma of 
recovery is faced by any person, re- 
gardless of age, who appears in the 
emergency admission section of any 
hospital. Immediate sedation, if in- 
dicated by the physician, opthamol- 
ogist or interne is far from being 
sufficient to transfer the patient 
from a normal life situation to a 
hospital cot when loss of sight is 
discovered by the admittee. The 
first span of shock may not appear 
until the individual has moved 
through emergency, under anes- 
thetic in surgery and back into a 
dark strange recovery area. The pa- 
tient with sight, returning to nor- 
mal recovery after anesthesia, be- 
comes adjusted to the strange en- 
vironment rather quickly. The new- 
ly blind person invariably goes 
through shock followed by a de- 
pression which is as different in in- 
tensity as people are different. The 
hospital staff member becomes an 
anchor to which this person with- 
out sight can fasten a thoroughly 
disturbed emotional system. 

The hands of the sighted staff 
members become firm crutches on 
which the patient emotionally stands 
until the environment has been 
quietly explained by a low, well- 
modulated voice which never con- 
veys anxiety. The simple needs of 
body elimination merit quick and 
interested concern to avoid further 
frustration when natural body 
processes function the same under 
duress as in routine life situations. 
A few extra moments of quiet con- 
sideration to the patient’s every im- 
mediate need can bridge a road at 
least directed back to normalcy. 
While the physician will care for all 
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sightless Patients 


Their special needs 


by Edmund Northrup Moot 


of the medical needs during the 
emergency, the staff has a specific 
responsibility in routine environ- 
mental care of the newly blinded 
person. 

A private room with private 
nursing care naturally eliminates 
much of the responsibility of the 
health restoration facility. However, 
there is much merit in a staff re- 
sponsibility plan which insists that 
a staff member educate less severe- 
ly ill patients to a procedure which 
makes the blind patient feel secure, 
undisturbed and trusting. The large 
ward usually has a patient or two 
close to the date of discharge. Most 
people enjoy added care and re- 
sponsibility during the last days of 
near total convalescence. They can 
easily be trained to indicate their 
availability for little personal care 
items or, in a short moment of con- 
versation, none of which should ever 
deal with the problem the patient 
faces. 

The process of regaining near 
normalcy, in every physical area 
except the eye condition, is bound 
to be extended for the newly blind 
person. The attending physician 
faces much educational responsibil- 
ity not alone for his patient but for 
the entire family when the patient 
returns to the home. The referral 
to hospital social service or private 
or public rehabilitative agencies is 
practically imperative at this junc- 
ture. All modern professional staff 
are basically trained to clearly un- 
derstand that all of this projection 
on interested personal service never 
involves emotional alignment with 
the patient. It is a highly profession- 
al and most important process. The 
patient can become a deeply in- 
volved, emotionally disturbed per- 
son or return to an orbit of nor- 
malcy, as near at least as it is pos- 
sible for a person without sight to 
attain. 

Another group of patients appear 
in hospitals in increasing numbers. 
Surgery for mature acquired cat- 
aracts has reached a_ perfection 


which secures almost total recovery 
of sight in varying degrees, de- 
pending on the age and general 
physical condition of the patient. 
Ophthamologists, through presur- 
gery training of the patient, insure 
less damage from the usual period 
of shock and depression which in- 
variably accompany a loss of sight 
in any degree. Perhaps a need ex- 
ists, in acquired cataract cases, for 
closer coordination of efforts be- 
tween physician, hospital staff, so- 
cial service both inside and outside 
the hospital and family relation- 
ships. Physicians and surgeons rec- 
ognize the need for proper adjust- 
ments to take place between the 
surgery and provision of optical 
aids allowing the individual to re- 
turn to what ever life situation they 
knew before the onset of cataracts. 

Confidence gained, either through 
use of voice by staff environment or 
technical skills to allay emotional 
stress, can not be measured in work 
hours or patient load. The exten- 
sion of professional skills to an ever 
increasing segment of the hospital 
admissions without sight receive the 
usual merits and approbation which 
is resurgent upon those who con- 
sider professional devotion far more 
important than time wasted in 
avoidance of that which on the sur- 
face seems of little importance. The 
modern ophthamologist knows his 
full responsibility to the person who 
is losing, has lost or who might pos- 
sibly regain some degree of sight. 
Routine staff members of progres- 
sive hospitals, from volunteer ad- 
missions clerks to sanitation staff, 
need full acquaintance with the 
areas of difficulty through which a 
person without sight must move in 
varying degrees of stress and strain. 
A modulated voice, a quiet gesture, 
a bolstering support of extended 
arm plus an aura of helpfulness can 
supplant lost eyes until the patient 
arrives at a satisfactory stage of 
self confidence. This does not come 
quickly. s 
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Hospital Costs — Some Influential Factors 


An analysis of hospitals over 500 beds Part 1 (nonprofit hospitals) 


™ EACH YEAR the American Hospital 
Association publishes statistics on 
hospitals in the United States. These 
statistics are based upon figures 
which are submitted voluntarily by 
hospitals in response to question- 
naires issued by the American Hos- 
pital Association. To the extent that 
they are voluntarily submitted, they 
may be considered to represent fac- 
tual information about each hospital 
for the preceding year. For those 
who complain that there are no 
standards of measurement for hos- 
pitals, these statistics can and do 
furnish some basic information if 
they are used correctly. 

We recognize that no two hospitals 
are exactly alike. Precise standards 
by which hospital performance may 
be measured are lacking. The fig- 
ures compiled by the American Hos- 
pital Association cannot be used as a 
means of comparing one _ hospital 
against another but do show a sur- 
prisingly high degree of correlation 
between costs and certain identifi- 
able factors contributing to costs. In 
this day and age the public demands 
to know the why of hospital costs. 
If precise reasons cannot be given 
at least some direction should be in- 
dicated for further research into 
hospital costs. It is the purpose of 
this analysis to show that some fac- 
tors can be related to hospital costs 
but that no one factor is, in itself, 
responsible for high or low costs. 

An analysis was made of all gen- 
eral hospitals of 500 beds and above 
whose figures were reported in de- 
tail in the Guide issue of the Jour- 
nal of the American Hospital As- 
sociation (August 1, 1960, Part II). 
Hospitals were divided according to 
ownership into nonprofit, state and 
local government and veterans ad- 
ministration. 

No attempt was made to differen- 
tiate between long-term and short- 
term hospitals because such cate- 
gorizations have become meaning- 
less in the past decade. The arbitrary 
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selection of 30 days as the dividing 
line between long-term (chronic) 
hospitals and short-term (acute) 
hospitals creates a false impression. 
Today it is recognized that most 
hospitals have a substantial propor- 
tion of long-term patients even 
though the bulk of their work may 
be short-term patients. All of the 
hospitals in the nonprofit and state 
and local groups except one showed 
an average of less than 30 days per 
patient stay but only three of the 
veterans administration hospitals 
showed an average patient stay of 
less than 30 days. Because it is the 
service to each individual which 
should be considered regardless of 
length of his stay, we selected the 
costs per admission as the governing 
norm for comparison rather than the 
number of days of care although the 
latter is prefered by accountants, 
government reinbursement agencies 
and prepayment plans. 


Nonprofit Hospitals 


The large nonprofit hospitals were 
mainly located east of the Mississippi 
River. Factors selected for analysis 
were those which could be identified 
by a study of the figures. The factor 
considered most important was the 
total expense per admission and hos- 
pitals were ranked in this order in 
each list. 

Of the nonprofit hospitals, the 
Montefiore Hospital of New York 
showed the highest expense per ad- 
mission with a total of $796.79. 
Others are listed in table 1. The 
chief identifiable cause of the ex- 
pense in this hospitals was the 
average length of patient stay. In 
this and other hospitals, there was a 
remarkable correlation between cer- 
tain factors and the total cost per 
admission. 


Expenses per Patient Day 


The expense per patient day was a 
significant factor in the expense per 
admission. 


Of the top 20 hospitals which 
showed the highest expense per ad- 
mission, 15 were among the top 20 
in expense per patient day. Most 
expensive hospital per patient day 
was the Henry Ford Hospital of De- 
troit at $65.15. 


Average Stay 


The average days stay per pa- 
tient was also identified as a sig- 
nificant factor to the total cost and 
out of the top 20 hospitals which 
showed highest expense per admis- 
sion, 14 were also in the top 20 for 
length of patient stay. 


Number of Employees per Patient 


The number of employees per pa- 
tient also has an important bearing 
upon the total cost. Thirteen of the 
hospitals in the top 20 in expense 
per admission were also in the top 
20 showing the largest number of 
employees per patient. 


Average Salary per Personnel 


Of the hospitals which showed the 
highest expense per admission, 14 
were also in the top 20 of those who 
paid the highest average salaries 
per employee. 


Ratio of Payroll to Total Expense 


There was no identifiable correla- 
tion between the proportion of pay- 
roll to total expense. 


Occupancy 


Occupancy was inversely propor- 
tional to expense per admission. Of 
the 20 hospitals which showed the 
highest occupancy in this group, 1! 
were in the bottom 20 in the list of 
expenses per admission. & 


Part II of this study which will ap- 
pear in the December issue will dis - 
cuss and present the figures for stat: 
and local government and vetera 

administration hospitals of over 50: 
beds. 


HOSPITAL MANAGEMEN’ 





ay 


y 
N 


Ie 


by Charles U. Letourneau, M.D. and Melinda Ulveling 


Table 1. Fifty-eight non-profit hospitals 


Expense per Cost per Average 
Nonprofit Hospitals admission day 


stay 


% payroll 
is of total 
expense 


Average 
salary 


Personnel 


per patient % occupancy 





Montefiore, N.Y.C. 796.79 36.14 
Henry Ford, Detroit 718.32 65.15 
Society of N.Y. Hosp., N.Y.C. 685.77 43.87 
Massachusetts General, Boston 599.74 52.57 
St. Luke's, N.Y.C. 569.59 39.34 
University of Chicago Clinics 566.20 46.88 
Presbyterian, N.Y.C. 550.06 46.20 
Presbyterian-St. Luke, Chicago 539.47 54.05 
Johns Hopkins, Baltimore 502.10 43.83 
Michael Reese, Chicago 483.76 39.78 
Mt. Sinai, N.Y.C. 471.68 39.15 
St. Vincent Hospital of the city, N.Y.C. 452.09 32.88 
Wesley, Chicago 434.41 39.18 
University Hospitals, Cleveland 428.16 45.07 
Albany Hospital, N.Y. 410.10 40.20 
Hospital of the University of 

Pennsylvania, Philadelphia 395.80 34.05 
R.I. Hospital, Providence 386.93 41.03 
Grace-New Haven, 

New Haven, Conn. 383.16 45.43 
Harper, Detroit 365.55 40.62 
Akron City, Ohio 348.36 36.28 
Methodist, Indianapolis 346.32 39.28 
Maimonides, N.Y.C. 345.97 32.21 
Allegheny General, Pittsburgh 339.65 32.06 
Washington, D.C. Hospital Center 336.49 45.01 
Buffalo General, N.Y. 334.83 29.44 
Hartford Hospital, Conn. 331.77 39.85 
Grace, Detroit 330.04 39.86 
Barnes, St. Louis 326.55 33.01 
Mercy, Pittsburgh 319.57 24.26 
Jefferson, Philadelphia 319.03 25.83 
St. Francis, Hartford, Conn. 316.34 36.73 
Western Pennsylvania, Pittsburgh 311.90 30.14 
Hahnemann, Philadelphia 306.03 28.85 
St. Vincent, Worcester, Mass. 305.29 26.42 
Duke, Durham, N.C. 300.52 33.48 
Youngstown Hospital, Ohio 299.82 31.03 
St. Francis, Pittsburgh 292.97 21.51 
Allentown Hospital, Pa. 290.35 29.06 
Reading Hospital, West Reading, Pa. 281.39 24.27 
Albert Einstein, Philadelphia 280.35 27.20 
Miami Valley, Dayton, Ohio 275.07 29.40 
Good Samaritan, Cincinnati 264.82 29.34 
St. Elizabeth, Youngstown, Ohio 255.08 29.71 
Herman Hospital, Houston 252.43 34.36 
Millard Fillmore, Buffalo, N.Y. 250.28 28.15 
Creighton Memorial, Omaha, Nebraska 239.62 22.86 
Temple University, Philadelphia 238.16 23.47 
Aultman, Canton, Ohio 237.23 30.65 
Baylor University Medical Center, 

Dallas, Texas 236.37 36.18 
Hillcrest Medical Center, Tulsa, Okla. 234.22 33.27 
Harrisburgh Hospital, Pa. 228.97 22.39 
Harrisburgh Polyclinic, Pa. 221.32 20.90 
Sacred Heart, Spokane, Wash. 215.77 37.46 
Baptist Memorial, Memphis, Tenn. 212.25 28.53 
Rochester Methodist, Minn. 202.77 27.11 
St. Francis, Peoria, Ill. 198.84 23.23 
St. John's Tulsa, Okla. 189.18 23.06 
Sreenville General, S.C. 176.31 22.32 


22.05 
11.03 
15.63 
11.41 
14.48 
12.08 
11.91 

9.98 
11.46 
12.16 
12.05 
13.75 
11.09 

9.50 
10.20 


11.62 
9.43 


8.43 
9.00 
9.60 
8.82 
10.74 
10.59 
7.48 
11.37 
8.33 
8.28 
9.89 
13.17 
12.35 
8.61 
10.35 
10.61 
11.56 
8.98 
9.66 
13.62 
9.99 
SF 
10.31 
9.35 
9.03 
8.59 
7.35 
8.89 
10.48 
10.15 
7.74 


6.53 
7.04 
10.23 
10.59 
5.76 
7.44 
7.48 
8.56 
8.20 
7.90 


65.7 
66.0 
63.5 
64.6 
68.9 
69.6 
58.5 
63.9 
59.4 
68.7 
61.7 
62.8 
62.6 
70.0 
52.9 


61.3 
64.8 


60.7 
65.8 
67.2 
58.4 
70.4 
56.2 
62.6 
62.0 
65.5 
123 
62.8 
68.7 
59.6 
66.9 
65.8 
64.3 
63.2 
54.7 
71.4 
65.5 
51.8 
69.3 
63.3 
63.3 
64.9 
59.8 
61.6 
57.9 
63.5 
53.1 
64.9 


3043.17 
4664.37 
3928.55 
4829.01 
3340.55 
4326.67 
3747.07 
3637.32 
2951.25 
3529.65 
3745.63 
3764.08 
3795.76 
3414.38 
3559.69 


3494.87 
3095.69 


3619.38 
3559.68 
3285.14 
3352.10 
3751.76 
2452.78 
3534.68 
2950.35 
3722.68 
3373.52 
2719.26 
3183.50 
2797.39 
3342.39 
2726.60 
2977.08 
3091.54 
2465.39 
3623.58 
3107.03 
2885.68 
3192.76 
2737.33 
2910.87 
3593.12 
3035.71 
3425.43 
2721.16 
2939.04 
2432.59 
3321.22 


3048.71 
2715.87 
2826.73 
2421.74 
4028.77 
2583.48 
3238.54 
3068.16 
3065.22 
2807.02 


2.85 
3.36 
2.59 
2.57 
2.96 
2.75 
2.63 
3.47 
3.22 
2.83 
2.35 
2.00 
2.36 
3.37 
2.18 


2.18 
3.14 


2.78 
2.74 
2.71 
2.50 
2.21 
2.68 
2.91 
2.26 
2.56 
a0 
2.78 
1.91 
2.01 
2.68 
2.65 
2.27 
1.97 
2.71 
223 
1.65 
1.90 
1.92 
229 
2.34 
1.94 
2.14 
2.25 
2.19 
1.80 
1.87 
2.19 


2.51 
2.48 
1.98 
1.93 
2.29 
2.36 
1.89 
1.85 
1.74 
1.76 


93.6 
84.1 
81.8 
85.2 
80.6 
78.6 
84.5 
83.9 
80.6 
81.7 
80.1 
91.3 
84.8 
67.6 
93.1 


77.4 
81.9 


78.7 
84.3 
88.1 
80.8 
86.4 
76.5 
78.9 
87.3 
85.9 
84.8 
77.6 
88.4 
77.0 
85.7 
82.0 
75.1 
91.9 
76.9 
76.1 
84.3 
83.6 
85.9 
93.2 
92.2 
91.5 
89.7 
83.7 
88.7 
76.8 
72.0 
77.5 


91.7 
58.4 
99.4 
77.3 
71.2 
82.4 
76.6 
91.0 
86.7 
88.5 
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The Basic Causes of Interdepartmental Friction 


by Walter R. Hoefflin, Jr. Administrator 
Methodist Hospital of Southern California 


Arcadia, California 


™ INTER-DEPARTMENTAL FRICTION is a 
symptom. Like most symptoms, it is 
an indication of a less visible, more 
complex issue. Friction can manifest 
itself in many ways, ranging from 
subtle resistance to outward hostil- 
ity. Its presence undermines prog- 
ress, stifles teamwork and destroys 
morale. Friction incubates best in a 
climate of uncertainty, confusion 
and frustration. Its greatest by- 
product is negative thinking. 

Leadership is the art of influenc- 
ing people to progress with coopera- 
tion toward a common goal. When 
all individuals understand how their 
duties aid in achieving a common 
goal, and when each individual ef- 
fectively accomplishes those duties, 
the result is teamwork. The real test 
of a leader, therefore, is his ability 
to inspire effective teamwork. It 
was Napoleon who said, “There are 
no poor military units, only poor 
commanders.” 

Let us consider what effective 
leadership accomplishes. If we know 
the results of good leadership, we 
are then in a position to take action 
toward achieving those results. 

A successful leader: 

1. Develops a smooth functioning 
organization. 

2. Creates a willing, cooperative 
work force. 

3. Develops a_ skilled, trained 
work force. 

4. Develops an organized, pur- 
poseful work force. 

To develop a smooth functioning 
organization he establishes a fair 
distribution of work loads, making 
sure that each individual’s work is 
reasonable, related and essential. 
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To create a willing, cooperative 
work force he acts on the principle 
that individuals are cast in separate 
molds but, despite this basic differ- 
ence, they all desire recognition, op- 
portunity, a sense of belonging and 
security. 

To develop a skilled, trained work 
force he makes a careful survey to 
determine the essential skills re- 
quired in the organization and con- 
tinuously strives to obtain individ- 
uals with those skills. Competent 
training programs are established to 
improve the capabilities of existing 
personnel. 

To develop an organized, purpose- 
ful work force he strives to insure 
that every job is related to over-all 
goals. If all of these things are ac- 
complished with reasonable effec- 
tiveness, not only should the pri- 
mary goals be accomplished, but the 
welcome dividend of high organiza- 
tional morale should also be in evi- 
dence. There is no greater index of 
leadership than the high morale 
among personnel. 


PERSONAL 
CAPACITY 


EXECUTIVE 
RESPONSIBILITY 





The question of leadership versus 
popularity can often be a stumbling 
block for many potentially success- 
ful executives. A good leader need 
not be solely concerned with making 
himself popular with his personnel. 
In fact, a successful leader can be 
without popularity so long as the 
organization progresses with coop- 
eration to fulfill its goals. 

If the price of popularity would 
potentially hinder the effectiveness 
of your position, it is too high a 
price to pay. This world is full of 
leaders who are not particularly 
popular with their personnel. In- 
stead of popularity, a true leader 
should strive for respect. Respect is 
built upon consistency of action, up- 
on impartiality, and upon an un- 
waivering desire to accomplish or- 
ganizational and professional goals. 

A poor executive actually creates 
the condition whereby friction is al- 
lowed to grow. He does this by his 
own inability to assume the respon- 
sibilities of leadership. He is the 
type who assumes that a job title 
automatically makes one a leader. 


Leadership is an innate but essen- 


tial tool that cannot be awardec, 
delegated or assigned. There is no 
substitute for leadership in matters 
of executive control. 

Effective leadership is a parado~ 
wherein the most effective leader }- 
one who can create the condition- 
by which he will actually lose th: 
leadership. He creates this situatio: 
through carefully planned delega 
tion of responsibilities. To delegat« 
effectively is an art. To delegate in- 


Please turn to page 91 
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Part Il The place of research in the hospital 


See Hospital Management October, 
1960, p. 42 for Part I 


# RESEARCH IN HEART and blood 
vessel surgery is probably the most 
spectacular research being done to- 
day. Open heart surgery is not done 
without a complete study of the pa- 
tient, including catheterization of 
the various chambers of the heart 
with attendant blood gas analysis, 
as well as exhaustive cine-an- 
giography, or the taking and study 
of x-ray motion pictures of the 
heart and great vessels of the per- 
son to be operated upon. 

Heart surgery, in the hands of 
the most skillful cardiac surgical 
team, requires the use of blood 
pump oxygenators and occasionally, 
the dialyzer, or artificial kidney. 
These last two pieces of equipment 
must be in expert and experienced 
hands so that the surgeon can be 
completely relieved of this part of 
the responsibility. One of our med- 
ical staff who is to be a member 
of an open heart team is now in 
Sweden studying special techniques 
in cine-angiography. The Swedish 
physicians seem to be in the fore- 
front in regard to the use of this 
equipment. 

This type of research is very 
costly and even when fully supplied 
with an experimental animal labo- 
ratory, dialyzers, heart pumps, 
radiological equipment and, most 
important, the properly trained and 
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by Fraser D. Mooney, M.D., C.M. 


Director 
Buffalo General Hospital 
Buffalo, New York 


experienced medical, surgical and 
radiological manpower, you had best 
procure an adequate source of funds 
to provide not only for the “over- 
head,” but also to subsidize the pa- 
tients, very few of whom will be 
able to carry the financial load. 

Dialysis research in which we use 
semi-permeable membranes to do 
the work of the kidney has pro- 
gressed quite satisfactorily. Most 
important in the use of this equip- 
ment which I believe has now gone 
beyond the point of research, except 
for seeking methods of making bet- 
ter dialyzers, is the proper team of 
doctors to handle the equipment. In 
the proper hands, the dialyzer is in- 
valuable. 

It is thrilling to see the effects of 
the use of the dialyzer, particularly 
in conjunction with exchange blood 
transfusions, in certain cases of poi- 
soning and in cases of major transfu- 
sion mistakes. In the case of the 
transfusion errors, the results can 
be very dramatic. We had three such 
patients during the last year (the 
errors did not occur in our hospital, 
though they very well might have) 
who came to us in a moribund con- 
dition. Two of them were uncon- 


scious; all of them, incidentally, 
were postpartum patients who had 
lost a lot of blood at delivery and 
each was given the wrong type 
transfusion blood. One of these pa- 
tients, who had been unconscious 
for 24 hours, was sitting up, powd- 
ering her nose seven hours follow- 
ing her admission to the hospital. All 
three survived, fortunately. 

Then there was the case of the 
young doctor who was doing re- 
search which necessitated that he 
drink a certain amount of a solution 
using sodium chloride (common 
salt), and he, in error, drank sodium 
chlorate. This chap would have un- 
doubtedly died, had it not been for 
the use of the artificial kidney and 
exchange blood transfusions. Such 
cases as this last one are long-stay 
cases from the hospital standpoint, 
but it meant the saving of a life as 
well as the greater part of a lifetime 
as this doctor was in his twenties. 

Blood vessel transplantation is an- 
other type of surgery which requires 
continuous research. Human tissue 
transplants, which are used less fre- 
quently than plastic materials, must 
be kept in a special frozen state from 
the time they are removed from a 
cadaver until they are used to re- 
place, for example, a part of the 
aortic arch or one of the caroted 
vessels in the neck. Plastic mate- 
rials like nylon, dacron and teflon 
are frequently used. 


Multiple sclerosis attacks the 
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young. A person in his twenties may 
be stricken with this slow progres- 
sive disease, become steadily worse 
with remissions for 10 to 20 years 
and then die. There are approxi- 
mately 250,000 cases of multiple 
sclerosis in this country. Perhaps 
research in this disease may become 
more important than in cancer 
which affects the older age group. 

More money is being spent on 
cancer research than in any other 
type of research. We don’t know the 
incidence of cancer, we don’t know 
whether it is a viral disease or 
whether it is aging. We do know 
that it has to do with growth and 
that it has to do with aging,. but 
such statements cover the entire 
waterfront. There are many, many 
facets for research in cancer. The 
emphasis now is on the virus and 
in genetics and immunology and 
yet, talking with one of the out- 
standing researchers in this country 
who has spent his life doing re- 
search in cancer, he frankly said 
that he does not know that we are 
any nearer knowing the cause now 
than we were 10 years ago. Hence, if 
we be no nearer the cure, cancer re- 
search will probably continue to be 
the big money user. Cancer has been 
so widely advertised that it is not 
difficult to get such funds. It is the 
fragmentary knowledge that is being 
collected all over the world which 
eventually, we hope, will be cor- 
related and lead to the knowledge 
of the cause unless one idea breaks 
through and cuts the red tape and 
opens up a wide avenue and leads 
us to an earlier solution. 


Intensive Study 


Hospitals interested in research 
will have a longer days’ stay and a 
higher patient day cost due to more 
intensive study of the patient, and 
I do not mean only that patient on 
whom research study is being done; 
the tendency will be for a general 
attitude of more intensive patient 
study throughout the hospital. Many 
hospitals are doing research in a 
variety of areas and this has its im- 
pact in different ways. There is 
much research being done in eye 
diseases, particularly, glaucoma, 
which affects four percent of people 
over 50 years of age in this country. 
The research-minded man has a 
different attitude toward his pa- 
tients. Every patient is a problem— 
a problem to be solved. And, hence, 
he is going to look at that patient 
from a different standpoint than does 
the average doctor. 

Let us not forget the tremendous 
impact that research in the care of 
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the premature infant has had on the 
hospital, its administration and, in 
fact, on the rate of increase of our 
population. 


Isotopes 


The use of isotopes in hospitals 
has, of course, been the result of re- 
search. It has had and will continue 
to have its impact on hospitals. The 
impact can be good and bad. From 
the standpoint of the good, patients 
with malignant ascites or pleural 
effusions, those patients who come 
in to the hospital and have gallons 
of fluid removed from their abdo- 
men, can usually be helped and 
discharged at an earlier date; also 
they usually do not require subse- 
quent admission for control of this 
condition. It does not cure them and 
may not lengthen their span of life, 
but it does clear up a very aggra- 
vating condition. Thyroid surgery 
for thyroid-toxicosis has been 
sharply reduced where radioactive 
iodine is available and this entire 
procedure is usually on a complete 
outpatient basis. 

Blood volume determination is a 
quicker, simpler and more accurate 
test when isotopes are used. This 
can promote more rapid convales- 
cenee with reduced bed care because 
the surgeon can tell in a few min- 
utes exactly how much blood the 
patient has lost and, hence, how 
much to replace. 

From the standpoint of a “bad” 
impact, all personnel and the other 
patients must be protected from in- 
advertent exposure to radioactive 
isotopes. This can be costly to the 
hospital in certain situations where 
a private room must be provided or 
special care offered without recom- 
pense. 

Accidental spill could prevent the 
use of a room or of equipment in- 
cluding an entire operating suite 
until the contamination had been 
cleared by time or active methods. 

Special laundry precautions must 
be employed if radioactive con- 
tamination is a routine possibility. 


Old Age 


Research has proven that through 
diet and exercise, it has been possible 
to double the span of life in certain 
animals. In the not too distant fu- 
ture, old age may begin at 90 in hu- 
man beings. Man ages biologically, 
rather than chronologically and the 
65th year, rather than the age to re- 
tire, perhaps before long, may be 
considered middle age. It is definite- 
ly expected that tests will be rec- 
ommended in the not too distant fu- 
ture for the retirement of certain 








individuals, rather than use their 
chronological age. 

Sometimes, we have some side ef- 
fects of research that have a tend- 
ency to give the administrator some 
rather nasty headaches. We occa- 
sionally see where some member of 
the staff has control of money to be 
spent for certain research projects, 
The money may come from the Na- 
tional Institutes for Health, or it 
might come from almost anywhe’e, 
but when the researcher who has 
charge of the spending of these 
funds wants a technician, secretary 
or some other particular person, he 
sometimes insists on a certain indi- 
vidual to fill the position and pays 
her more than the going rate. This 
is not conducive to good relations 
within the hospital. 

Research ranks high in the duties 
of the hospital, but I do not agree 
with those who advocate that teach- 
ing and research hospitals should 
accept their responsibilities in the — 
order of, first, teaching, second, re- 
search, and third, patient care. Our — 
hospitals are for the care of the sick 
and injured — that is the prime rea- © 
son for their existence. A good hos- — 
pital should accept as its obligation, — 
all three responsibilities, but in the 
order of (1) patient care, (2) teach- 
ing and (3) research. 

Too much of the medical research ~ 
is paid for by the hospital sick. 
Grants from industry, foundations 
and government should include suf- 
ficient overhead to fully carry the 
hospital load; it should not add it to 
the burden of the patient. Our 
overhead runs from 35 percent to 40 
percent of direct charges. Public 
Health Service grants carry, I be- 
lieve, from 8 percent to 15 percent 
for overhead. Unsuccessful attempts 
have been made to have this raised 
to 25 percent. 

Research must not be done simply 
in order that a hospital may say it 
does research. Research is too costly 
for that. Researchers learn what. is 
unknown, document what is known 
and attempt to put into effect any 
new knowledge gained, or at least 
make this knowledge available so 
that others may make use of it. 
Sometimes research may be useless 
—TI heard recently that a researclier 
spent two years only to find that the 
wise old owl did not have as many 
brains as a chicken. 

Any worthwhile report should 
have a punch line and mine is, “no 
matter what emphasis you place on 
research, whether it’s first, second 
or third in the order of its impor- 
tance in your hospital, be care/ul 
you don’t “go broke” financing it!” 
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TOTALLY NEW COMFORT FOR THE PATIENT 


New “SCOTCH” Brand Surgical Tape is thinner, lighter, 
cooler. Unique microporous construction and new physio- 
logically inert components virtually eliminate usual prob- 
lems of itching, maceration and irritation. 


Reg. U.S. Pat. Off. 


TOTALLY NEW—FOR EVERY 
TAPE USE IN THE HOSPITAL 








.-ENDS PROBLEM OF PAINFUL TAPE REMOV 


The tissue-thin adhesive layer holds fast to skin but does 
not embed hairs. Tape comes off quickly and easily. N 
agonizing “inching-off”, no painful “shock” removal, 1 
risk of trauma to newly healed wounds. 


“SCOTCH” IS A REGISTERED TRADEMARK OF 3M % 





nee 


-QUTHOLDS ALL PREVIOUS TAPES 


EXCLUSIVE CONSTRUCTION: 


La. 

LEFT: Macrophotograph of 
“SCOTCH” Surgical Tape shows 
totally microporous structure of 
both the non-woven fabric back- 
ing and the thin, non-reactive, 
non-mobile adhesive, which per- 
mit free passage of underlying 
perspiration and exudates. 


EASIEST HANDLING 


RIGHT: In contrast, traditional so- 
called ‘‘porous” tape allows ven- 
tilation only through widely 
spaced perforations. Thick ‘‘creep- 
ing’’ adhesive mass forms occlu- 
sive barrier, tends to plug air 
holes, embed and pull hairs... 
contains natural rubbers and res- 
ins prone to cause irritation. 





Fewer dressing changes are required. New synthetic copoly- 
mer adhesive used in “SCOTCH” Surgical Tape sticks fast 
even during sitz baths or whirlpool treatments. Leaves no 
dirty residue for “cleanup”. No shelf deterioration. No waste 
on end of roll. 


“SCOTCH” Surgical Tape tears with remarkable ease, and 
does not tend to tangle, or stick to itself, rubber gloves or 
instruments. 

APPLICATION: Unlike conventional adhesive tapes, new “SCOTCH” Surgical 
Tape does not slip or ‘‘creep’’ and should ordinarily be laid on without 
tension. Where tension is desired or anticipated, shear stress on the skin 


may be prevented by cross strips of ‘‘SCOTCH” Surgical Tape at the ends 


Available through all surgical supply dealers. Supplied in all usual widths, of primary application. 


¥ in. to 3 in., 10 yd. rolls. 
For further information, write to: 


Minnesota JYfinine ano ]JJanuracturinG COMPANY 
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ENGINEERING - Maintenance [ 


by Daniel M. Roop, P.E. 


Masonry Anchoring Devices 


New Data and Standards 


by F. A. Werstein 


™ MASONRY ANCHORING DEVICES or 
methods for securing things to con- 
crete, brick, stone, or plaster con- 
stitute a critically important element 
in all modern construction. Con- 
crete anchors are the mainstay in 
securing practically everything that 
must be fastened to the concrete 
skeleton of a building. 

Whatever must be fastened to a 
structural frame must be fastened 
substantially. Inadequate anchoring 
of such elements as panels, ceilings, 
piping and equipment can easily 
create hazardous conditions. 

The proper selection of masonry 
anchors is particularly significant 
today. Recent developments and 
uses of new building materials, en- 
gineering concepts and the advance- 
ment in construction . techniques 
have vastly multiplied the number 
of problems in relation to masonry 
anchoring. 


Devices 


Quite a number of techniques for 
presetting anchoring devices in 
concrete at the time of pouring have 
been developed and are in common 
use today. 

The simplest and most used form 
is the traditional “L”-shaped metal 
rod with a threaded end. Another 
general type is the embedded metal 
box to which a rod or bolt can be 
subsequently attached or threaded. 
Their utility depends upon being 
placed exactly where needed, and 


Excerpts from material prepared as a 
part of a program on Mechanical Fasteners 
in Building held during the eighth annual 
meeting of the Building Research Institute. 

Mr. Werstein is vice president, Phillips 
Drill Co., Michigan City, Ind. 


staying precisely in position while 
the concrete is poured and is setting. 
In this same family of inserts is the 
slotted metal channel type. This 
type permits placement and ad- 
justment of one or more anchors 
along the length of the channel. 

Preset bolt inserts can be given 
almost any design and it is obvious- 
ly possible to design them to pro- 
vide great holding power. However, 
the subject has not been standard- 
ized from an engineering viewpoint, 
and adequate standards, specifica- 
tions, and holding power data are 
not available to designers and build- 
ers. 

Against the potentially high hold- 
ing power of a properly designed 
preset insert there are certain se- 
rious drawbacks. For example, they 
do not favor precision alignment 
which has proven a problem in 
many installations, such as the mul- 
ti-directional adjustments required 
in panel wall construction. 

A number of other drawbacks 
are also characteristic of this meth- 
od. The location of each insert must 
be predetermined in advance of 
construction. Insert placement and 
alignment, and engineering, liaison 
consumes costly labor time. Costly 
templates are usually required for 
correct installation. They make con- 
crete form work more complicated 
and expensive. Unless skillfully set, 
they may be inaccurately placed 
and can be easily displaced before 
concrete is poured. They cannot be 
altered or adjusted, and they do 
not allow for design changes during 
construction. 

There are two basic techniques 
for installing anchors in existing 
masonry. One involves an explosive 
powder-actuated device, and the 


other includes the various anchor- 
ing devices and methods which :e- 
quire a predrilled hole. 

The powder-actuated device em- 
ploys an explosive powder charge 
in a gun-like special tool to litere|ly 
shoot a metal stud into the masonry, 
This method was developed during 
World War II for emergency repair 
of ocean vessels. The technique of 
shooting a stud into steel was sub- 
sequently adapted to concrete and 
thus provided a mode of concrete 
anchoring which has been widely 
used in various construction appli- 
cations during the last two decades. 
Devices have been recently de- 
veloped for the manual installation 
of studs of this type. 

Aside for the obvious training 
and safety educational require- 
ments associated with this method, 
a notable advantage of the powder- 
actuated method is that it eliminates 
the laborious process of drilling a 
hole in concrete. Anchors installed 
in this manner derive their holding 
power from the compression of the 
concrete. The method is_ limited, 
however, to anchor studs of small 
diameter. There are also some forms 
of masonry, including concrete con- 
taining very hard aggregate, con- 
crete blocks, and prestressed con- 
crete members where powder-actu- 
ated anchoring methods are apt to 
run into serious difficulties. 

A few of the applications for this 
method of anchoring include wood 
furring and sleepers, wire mesh and 
metal lath, electrical conduit straps 
and hangers, electrical junction and 
switch boxes, supports for under- 
floor electrical distribution systems, 
temporary fences or barricades, in- 
stallation for door bucks and win- 
dow frames, movable partitions and 
many others. 

Anchoring devices requiring pre- 
drilled holes involve the use of or- 
dinary hand tools such as hammers 
and drills, or portable power tools 
such as electric drills and impact 
hammers. The great majority of an- 
chors used today consist of varia- 
tions of this type. It is this broad 
group which deserves considerable 
interest and attention. 

While there is a wide wariety of 
design and trade names, the ma- 
jority of anchors using the exp:n- 
sion principle can be logically cl:s- 
sified into the fellowing basic groups. 

1. Ductile sleeve lead anchor: 

2. Sleeve and pin anchors. 

3. Shield and wedge anchors. 

4. Self-drilling anchors. 

5. Spring drive bolts. 

6. Hollow wall fasteners. 

Ductile sleeve lead anchors heave 
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been more familiar to generations 
of building tradesmen. They have 
a lead sleeve which is expanded by 
a wedging action to provide a lock- 
ing grip against the inner surface 
of a predrilled hole. In the common 
lead expansion bolt or stud, the lead 
sleeve is expanded over a conical 
wedge by a caulking tool. In most 
anchors of this type, full expansion 
is obtained by drawing up the con- 
ical wedge with the threaded bolt 


or stud member of the anchor. They 
are available either as single or 
multiple expansion units. 

Closely related to the family of 
lead anchors are the familiar lag 
screws with the combination fiber 
lead sleeves, and the screw anchors 
with plastic or nylon sleeves. In the 
installation of lead anchors, the hu- 
man element is an important con- 
sideration since load carrying capac- 
ity depends greatly on the precision 
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and care exercised in drilling the 
hole. 

The second broad class of anchcrs 
are the sleeve and pin types which 
also require a predrilled hole. A 
metal sleeve is fitted into the hcle 
and expanded by forcing a metal 
pin into the sleeve opening. This 
type, which is generally considered 
light duty, includes in addition to 
the familiar fiber types: 

1. Aluminum expansion nail an- 
chors. 

2. Steel and lead expansion an- 
chors. 

3. Spiral drive nail anchors. 

4. Pin bolt drives. 

5. Rivet pin drives. 

Split shield and wedge anchors 
constitute the third main group of 
masonry anchors requiring pre- 
drilled holes. They produce a lock- 
ing action by simple wedging. No 
tamping or caulking is required. The 
anchor usually consists of two 
hinged or connected half-shells 
which are spread apart to grip the 
inner surface of the hole when the 
lag bolt or the cone-shaped end of 
the machine bolt is drawn up. 

Hollow wall fasteners are an im- 
portant class of light duty masonry 
anchors and are exemplified by the 
familiar toggle bolts. The device is 
passed through a predrilled hole in 
the wall and its design permits the 
spreading of part of the anchor to 
hook against the back of the wall. 

The last important type requiring 
a predrilled hole is the self-drilling 
expansion shield anchor. This type 
of anchor is also an expendable 
masonry drill which drills its own 
hole. By so doing, it dispenses with 
the need for conventional masonry 
drills. 

This unique self-drilling anchor 
employs the principle of a “hollow- 
drill”. This hollow feature plus the 
exterior broaching grooves make it 
possible to drill a close-fitting hole. 
After drilling is completed, a case of 
hardened conical steel plug is placed 
in the cutting end of the drill. The 
drill is then replaced in the hole and 
expanded. This method actually un- 
dercuts the bottom of the hole to 
achieve its holding power. 

Although it is a technique which 
is almost a half-century old, it has 
only been since the application of 
power impact tools that the seli- 
drilling anchor has emerged as one 
of the best methods available to the 
construction industry. While this 
type has broad applications, it is not 
suitable for use with hollow tile, 
cinder block, or extremely shallow 
concrete. “ 
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[000 & OIETETICS 


A Look at Employee Health 


Weight Loss 
by 


Association 


by Martha Stewart Tupper, M.S. 


®8 THE RETORT “practice what you 
preach” might well be directed to 
persons in the medical profession 
and in hospital service who deal 
with overweight patients and who 
themselves are overweight. If a 
dieting prod is the need for these 
professionals, experience reveals 
that reducing programs can be car- 
ried out most successfully by team 
encouragement. 

Admittedly the professional and 
the layman share the same, very 
human reasons for overweight and 
also the lack of a deep personal 
challenge to reduce. However, the 
professional not only knows that 
excess weight has become one of 
our chief national health menaces, 
but he stands as a spokesman for 
medical advancement. He should 
thus be in the vanguard of good 
example. 

Those who have tried to fight the 
waistline bulge, professional and 
layman alike, recognize how diffi- 
cult it is to maintain solitary self- 
discipline. Why shouldn’t the pro- 
fessional then take a cue from 
published medical reports on group 
dieting and form a local hospital 


Mrs. Tupper is a member of the AHEA 
and the ADA, and is director of home 
economics at Dudley-Anderson-Yutzy, New 
York 17. 

*Copies are available free on request 
by writing the Knox Gelatine Company, 
Johnstown, N.Y. Request the "Eat and Re- 
duce" booklet by name and give your re- 
turn address. 
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personnel reducing association? 
Prospective members are those 10 
percent or more above their ideal 
weight. 

The group might include all over- 
weight hospital personnel; or there 
may be a reducing team per divi- 
sion or branch. Ten to 12 members 
constitute an ideal, workable group. 

Advantages of team reducing, as 
revealed by medical reports, are 
Many: group recognition and sup- 


port, persuasiveness of and compe- 
tition with kindred spirits, the 
assists of group discussion. Further- 
more, there are indications that 
individuals benefit most when they 
know the members within a group 
and share with each other mutual 
work and intellectual interests. 

A group reducing program re- 
cently carried on by ten people in 
a new York business firm may serve 
as an example. The New York ten 
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had a physical examination as the 
first step. The examining doctor 
maintained supervision of the group 
and met with it occasionally for 
discussion. A home economist mem- 
ber assumed the _ organizational 
responsibility and kept records of 
the members’ weights. This record 
keeping could be assumed by a 
hospital dietition. 

At the first meeting, each mem- 
ber weighed in and had his or her 
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picture taken. Booklets* detailing 
the reducing plan were distributed 
and discussed. 

In conjunction with the daily diet 
menus, the members added three 
envelopes of unflavored gelatine. 
The gelatine not only supplemented 
the daily protein intake, but when 
consumed an hour before meals, 
served as an appetite appeaser. 

Weekly meetings were held dur- 
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ing a lunch hour at which time the 
members weighed in, ate an in- 
teresting low calorie luncheon to- 
gether and exchanged — success 
stories or hard luck stories as the 
case might be. Even when all the 
group members could not be pres- 
ent at a meeting, the weekly weigh- 
in was a must. 

Since competition is a part of the 
spirit of group technique, the New 
York team started a “Slimming 
Sweepstakes” racing board. Esch 
member was represented by his 
own toy horse whieh advanced 
along a bulletin board “track” at 
the rate of pounds . . . or ounces 

. lost per week. 

The group consisted of eight 
women and two men with ages 
ranging from the mid-20s to the 
50s. Overweight varied from 11 to 
94 pounds; rate of weight loss 
varied per member. 


Results 


One woman achieved her desired 
weight loss of 11 pounds in eight 
weeks. Another, who needed to lose 
15 pounds took 11 weeks. At the 
end of 43 weeks when the meetings 
stopped because of summer vaca- 
tion schedules, eight of the ten 
subjects had reached their desired 
weights. The ninth subject, who 
needed to lose 75 pounds, had lost 
33 pounds but was planning to con- 
tinue. Another member dropped 
out at the suggestion of the physi- 
cian in charge because of required 
medication which made it unfeasi- 
ble for her to continue with the diet 
program. 

The results of this group have 
striking agreement with those of 
other reduction studies. That is, the 
subjects lost weight faster at the 
beginning than _ in_ subsequent 
weeks. Plateaus began to occur 
after about six weeks. It was dur- 
ing these plateaus that the special 
effectiveness of the group technique 
became apparent. 

The group discovered how easy 
over the years it is to gain 10 pounds 
overweight which did not seem ‘00 
noticeable with good tailoring . . . 
nor too important to lose without a 
stimulus for perfection. The grcup 
approach not only provided that 
stimulus but a starting date for «c- 
tion. 

There was also the realizat:on 
that when overweight occurs, a e- 
education of eating habits is nec«s- 
sary and reform must contin te. 
Any dieting plan that aims or 
permanent results, each memier 
found, must be thoroughly accep . 
by the individual. 


HOSPITAL MANAGEMENT 





x Re 


* Recipes following 


Fruit compote 

Hot or ready to eat cereal 
Scrambled egg with ham 
Toast 


Beef pie with biscuit topping 
Honey glazed hubbard squash 
Swiss chard 

Blushing pear salad 

Whole peeled apricots 


Cream of chicken soup 

Hamburg macaroni tomato 
casserole 

Orange endive salad bowl 

Banana refrigerator cake 
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monthly menus 


Orange slices 

Hot or ready to eat cereal 
3 minute egg 

Toast 


Veal birds 

Chantilly potatoes 

Tomatoes with diced eggplant 
Under the sea salad 

Fruit cup 


Creole soup 

Broiled lamb pattie 
Acorn squash 

Citrus pinwheel salad 
Brownies 


Pineapple chunks 

Hot or ready to eat cereal 
3 minute egg 

Toast 


Baked ham - raisin sauce 
Corn pudding 

Paprika cauliflower 
Strawberry souffle salad 
Peach tart 


Scotch broth 
Grilled sweetbreads 
Brussels sprouts 
Stuffed celery salad 
Jetly roll 
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Fresh applesauce 
Hot or ready to eat cereal 
Sticky cipnamon bun 


Baked perch fillets 
Snowflake potatoes 

Swiss chard 

Pineapple lime salad 
Blueberry upside down cake 


Tomato bouillon 

Macaroni cheese casserole 
Ford hook limas 
Vegetable salad 

Fruit cup 





Kadota figs 

Hot or ready to eat cereal 
3 minute egg 

Toast sticks 


Grilled ham slice 

Rissole potatoes 

Mexican corn 

Head lettuce - oil and 
vinegar dressing 

Pear gelatine 


Mulligatawny soup 
Chicken tetrazzini 
Brussels sprouts 
Fresh fruit salad 
Coconut pudding 


Pineapple wedges with grapes 
Hot or ready to eat cereal 

Link sausage 

Peanut orange rolls 


Roast lamb 

Riced potatoes 
Zucchini, creole 
Lettuce, French dressing 
Baked apple 


Corn chowder 

Ham - cheese sandwiches 
Shoestring potatoes 
Fruit salad 

Butterscotch squares 


Orange juice 

Hot or ready to eat cereal 
Scrambled egg 

Toast 


Broiled chicken 

Mashed potatoes 

Peas and carrots 

Pickle chips - celery curls 
Strawberry ice cream 


Vegetable soup 

Noodle ring with coarse 
meat gravy 

Apple salad 

Cream puffs 


Grape juice 

Hot or ready to eat cereal 
Bacon 

Hot biscuits 


Veal chops 
Pittsburgh potatoes 
Cauliflower 
Fruit salad 
Marmalade Bavarian 


Swiss potato soup 

Chicken sandwich au gratin 
Jellied cranberry ring 
Devils food cake 





Cherry nectar 

Hot or ready to eat cereal 
Swedish rolls 

Jelly 


Cubed steak 

Duchess potatoes 
Succotash 

Marinated asparagus salad 
Pineapple chunks 


Tomato celery soup 

Chicken chop suey 

Steamed rice 

Chinese noodles 

Spiced peach salad 

Blanc mange with strawberries 


Grapefruit half 

Hot or ready to eat cereal 
Canadian bacon 

Toast 


Sauteed liver 
O’Brien potatoes 
Southern corn 
Frozen fruit salad 
Angelfood cake 


Lentil soup 

Barbecued beef sandwich 
Tossed salad green 
Floating island 


Stewed fruit compote 
Hot or ready to eat cereal 
3 minute egg 

Toast 


Baby white fish 

Oven browned potatoes 
Creole eggplant 

Shredded carrot raisin salad 
Peach half 


Cream of asparagus soup 
Baked tuna and vegetable 
casserole salad with 
biscuit crust 
Tomato aspic salad 

Coconut pudding 


Blended citrus juice 
Hot or ready to eat cereal 
Butter pecan coffee cake 


Lamb chop 

Mashed potatoes 

Spinach with egg garnish 
Banana salad 

Cherry crisp 


French onion soup 
Asparagus goldenrod with 

cornbread squares 
Tomato romaine salad 
Caramel pudding 





Stewed prunes 

Hot or ready to eat cereal 
Crisp bacon 

Toast 


Roast duck 
Browned rice 
Mixed vegetables 
Banana nut salad 
Vanilla ice cream 


Cream of mushroom soup 

Frankfurters in Spanish 
sauce on roll 

Potato salad 

Bartlett pears 
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Peach nectar 

Hot or ready to eat cereal 
Omelet 

Raisin toast 


Ham with cider sauce 
Escalloped sweet potatoes 
Diced beets 
Shredded lettuce - French 
dressing 
Royal Anne cherries 
e 


Chicken gumbo soup 
Shepherd’s pie - potato border 
Broccoli 

Pineapple prune salad 

Baked crumb custard 


Cinnamon applesauce 

Hot or ready to eat cereal 
Link sausage 

Toast 


Stuffed beef heart 
Creamed cubed potatoes 
Tiny whole beets 

Stuffed fruit salad 


Rhubarb betty - nutmeg sauce 


Cream of spinach soup 
Jelly omelet 
Vegetable en casserole 
Red cabbage slaw 
Peach slices 


Banana 

Hot or ready to eat cereal 
French toast 

Preserves 


Stuffed flank steak 
Whipped potatoes 
Fresh spinach mound 
Pickled beet egg salad 
Pineapple tidbits 


Beef broth with egg noodles 
Corned beef hash - chili sauce 
Julienne green beans 
Escarole orange salad 
Apple goodie - whipped cream 
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Sliced bananas 18 Chilled vegetable juice 19 Orange juice 20 Stewed apricots 

Hot or ready to eat cereal Hot or ready to eat cereal Hot or ready to eat cereal! Hot or ready to eat cereal 
Buckwheat cakes Fried egg Oven French toast Bacon 

Syrup Toast Syrup Cinnamon toast 

















Spiced cider punch Panned red snapper - Corned beef with horseradish Roast sirloin of beef 


Solenot sake potesens tartar sauce sauce Stuffed baked potato 
Frozen asparagus Parsley potatoes Steamed potatoes Buttered wax beans 
Waieemnaen ickle- Peas and carrots Seven minute cabbage Beauty salad 
stuffed po Orange, pear, pineapple salad Grapefruit avacado salad Graham cracker pudding 
Pumpkin tart Burnt sugar cake Blueberry cobbler 
e 













Clear tomato soup Split pea soup Barley soup Chicken noodle soup 
Jellied veal loaf ¥Codfish balls Cheese souffle Welsh rabbit over broiled 
Stuffed baked potato Escalloped tomatoes Baked potatoes tomatoes on toast 
Julienne green beans Tossed winter salad Shredded carrot raisin salad Asparagus cuts 

Shredded lettuce salad Lemon snow Fruit cocktail Chocolate chip cookies 
Ice cream 
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Rhubarb sauce 22 Tomato juice 23 Grapefruit segments 24 Pink grapefruit 
Hot or ready to eat cereal Hot or ready to eat cereal Hot or ready to eat cereal Hot or ready to eat cereal 
Baked egg Coddled egg Fried egg Canadian bacon 
Toast croutons Toast Toast Toast 
































Meat loaf Sauteed liver 





Ham loaf-mustard sauce Broiled veal chop 


Sweet potato surprise Potatoes au gratin Creamed potatoes O’Brien potatoes 
Broccoli Mixed vegetables Glazed carrots Southern corn 

Molded cinnamon apple salad Shredded endive salad Tomato wedges Tossed fruit salad 
Lemon sponge Marble cake Chocolate pudding Chocolate filled eclair 

















Consomme with parsley Vegetable chowder Bouillon Mushroom bisque 








Italian spaghetti Cream cheese, olive sandwich Chicken turnovers-giblet gravy Frizzled chipped beef 
Crusty rolls Potato chips Green bean creole with scrambled egg 
Tossed salad greens Stuffed prune salad Waldorf cabbage. salad Baked potato 
Nectarines Minted fruit cup Cranberry meringue Sliced tomato salad 





Fresh fruit cup 


















Orange section 26 Stewed rhubarb 27 Green gage plums 28 Pink grapefruit half 

Hot or ready to eat cereal Hot or ready to eat cereal Hot or ready to eat cereal Hot or ready to eat cereal 
Scrambled eggs Poached egg on toast Scrambled egg Canadian bacon 
Cinnamon toast Toast Cranberry muffins 




















































Tuna croquettes Savory swiss steak Roast lamb - currant jelly Baked ham loaf 
Steamed potato Escailoped potatoes Parsley potatoes Parsley potatoes 
Tomato and okra Paprika cauliflower Julienne carrots Baby green limas 
Cherry waldorf salad Molded peach salad Pear - cream cheese salad Stuffed fig salad 
Date roll Maple nut ice cream Bread pudding 


Spice cake 









Oyster stew Cream of celery soup Corn chowder 






Grilled cheese sandwiches Alphabet soup Baked stuffed peppers Spanish rice in green 
Julienne potatoes Ham a la king on toast rings Diced beets pepper halves 
Corn-pimiento relish salad Beet celery salad Layered gelatine salad Golden fruit salad 









Chilled fruit cup Apple crisp Raspberry sherbet Gingerbread 
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Apricot nectar 30 Prune juice 
Hot or ready to eat cereal Hot or ready to eat cereal 
Chipped beef on toast Sausage links 

Toast 


















Beef stroganoff 






Buttered broccoli Round steak 
Orange pecan gelatine salad Fluffy rice 
Caramel cream tart Broccoli 






Raspberry jewel salad 
Butterscotch ripple ice cream 













Vegetable soup 







Cold meat platter Oxtail soup 
Diced Harvard beets Fresh fruit salad plate 
Macaroni salad Date bread and butter 






Purple plums Pompadour pudding 














Cranberries Turkeys 








Pork Onions Cabbage 





Vegetable fats and oils 











Beef Dates 
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Brimful of enthusiasm over the results achieved by 
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Ous, so we’re declining. Besides—just in case—the 
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drying, scuff-resistant LEGSURE on any one of your 
resilient floors. Compare it with the polish you use 
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flooring, shines like a new dime with or without 
buffing. Protects floors against ingrained dirt, stains 
and abrasive wear. Certified slip-resistant by U. L. 
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Selected Recipes From Preceding Menus 


Codfish Balls 50 portions (2 balls per portion) 
Ingredients Wt or amt Measure Ss 
Boneless salt codfish >. ap 

Boiling water 2% qt 
Minute mashed potatoes 2 Ib 2 oat 
Scalded milk Ee 
Eggs : Wie | 10 (2c) 
Pepper 1% tsp 
Finely chopped onions 2 Oz we 
Finely chopped parsley 34 Oz we 








Freshen and cook codfish according to package di- 
rections; cool and flake (amount of flaked fish should 
be about 4 lb or 1 gal.) 

Pour boiling water into mixer bowl; gradually add 
minute mashed potatoes whipping at medium speed 
until well blended, about 1 min; add milk gradually, 
then eggs, whipping until mixture is light and fluffy. 

Mix in pepper, onions, parsley and codfish; shape into 
balls, using a number 20 scoop; if desired, roll in flour 
or other coating mixtures; fry in deep fat (375°) about 
3 min, or until golden brown; serve hot with tomato 
or egg sauce. 


Salmon Balls 


Use recipe for codfish balls, decreasing water to 2 qt; 
substitute 4 lb drained flaked salmon for the prepared 
codfish; add 1/3 c lemon juice and 1 tbsp salt. 


Curry Salmon Balls 


Use recipe for codfish balls, decreasing water to 2 qt; 
substitute 4 lb drained flaked salmon for the prepared 
codfish; add 1/3 c lemon juice, 4 tsp curry powder and 
1 tbsp salt. 


Beef Stroganoff 
Ingredients 


50 portions 
Wt or amt 





Measure 





Round steak, cut in 1-in 

cubes 10 lb 
Shortening 1% oz tbsp 
Hot water gal 
Onion soup base 8 jar 
Tomato puree c 
Worcestershire sauce tbsp 
Sliced fresh mushrooms 6 gal 
Shortening c 
Heavy cream 
Sour cream 
Flour 
Water 


Brown meat in first amount of shortening; add watzr, 
soup base, tomato puree and worcestershire sauce; 
cover and simmer 1% hours or until meat is tender 

Then cook mushrooms in second amount of shorte1- 
ing until lightly browned; add to meat with heavy 
cream and sour cream; cover and cook over low huat 
about 15 min. 

Make a paste of flour with remaining water; siir 
gently into meat mixture; cook until gravy is sligh‘ly 
thickened; serve over noodles or rice. 

Note: if desired omit heavy cream and use double tae 
amount of sour cream. 
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Editor’s Note: ALL ADMINISTRA- 
TORS AND DEPARTMENT 
HEADS SHOULD READ THIS 
ARTICLE! It is an excellent con- 
tribution to the hospital world, espe- 
cially in this period of struggle 
against the notorius resistant Staph- 
ylococcus. The author has had first 
hand hospital experience with the 
resistant staph problem and _ his 
presentation is not only unique but 
interesting and informative. 


by Warren E. Engelhard, Ph.D. 


Department of Bacteriology 
University of Nebraska 
Lincoln, Nebraska 


* TO UNDERSTAND our _ persistent 
personality, we would like first to 
discuss our development during the 
past 17 years. We go by the name 
of Staphylococcus pyogenes var. 
aureus. We are gram-positive, 
grape-like clustered, golden orange 
pigmented, pyogenic inhabitants. To 
begin with, it was not until 1941 
that we were confronted with the 
problem of mass destruction. A sub- 
stance called penicillin produced by 
one of the bigger moldy boys had 
just been discovered. To be sure, 
this substance, or “antibiotic” as 
they called it, certainly played havoc 
with our morbidity and fatality rat- 
ings. In fact, it became so serious 
we had to develop resistant mech- 
anisms to prevent our total destruc- 
tion. 

Planning battle against agents 
that destroy by interfering with 
various metabolic centers, thereby 
preventing multiplication, was a 
serious problem. Actually, we used 
two schemes for survival. The first 
we call our physiological or pheno- 
type adaptation. In this scheme we 
did not alter our genetic apparatus 
in the least but merely initiated a 
minor cytoplasmic alteration, e.g., 
we developed an adaptive enzyme. 
We produced, in the presence of the 
substrate penicillin, the enzyme pen- 
icillinase, which helped us survive 
by destroying this antibiotic. For 
the second scheme we had to change 
our nuclear genes, eg., effect a 
genetic adaptation. We arose pretty 
much spontaneously, our mutants 
overgrowing the population under 
the selective influence of the drug. 


Dr. Engelhard is associate professor, De- 
partment of Bacteriology, University of 
Nebraska; acting consultant to three Lin- 
coln hospitals — Bryan Memorial, Lincoln 
Seneral and St. Elizabeth. 

Clinical data obtained by association 
with the Departments of Pathology and the 
Contagion Control Committee of these 
hospitals. 


NOVEMBER, 1960 





pharmacy 


by Daniel F. Moravec, M.Sc. 


We Have Returned 


Staphylococcus Pyogenes 


Var. Aureus 


This is our acquired resistance— 
how about this for biochemical ver- 
satility! Its the greatest asset we 
microorganisms have, by the way, 
in our struggle for existence. In ad- 
dition, if things really get tough for 
us, we can also reroute a certain 
metabolic pathway or put into effect 
our special insulating elements 
which protect our “sensitive” areas. 

As the years passed by, we en- 
joyed our antibiotic friend. Its rec- 
ommended usage for the early years 
was phenomenal. We could have 
told them that in many instances 
the natural defensive mechanism of 
the body was sufficient to resolve 
minor staph infections. Neverthe- 
less, penicillin was used for many 
ailments including minor superficial 
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Warren E. Engelhard 


wounds and scratches. There were 
also instances where we were only 
associated with the real damaging 
organism. For example, in cases of 
tonsillitis, colds and innumerable 
respiratory ailments. These experi- 
ences merely assisted us in becom- 
ing more ubiquitous in our distri- 
bution as penicillin-resistant strains. 
It is rather interesting to note that 
some of our staph friends, mainly in 
other hospitals, are not as numerous 
as we are. Penicillin in these areas 
was restricted and limited to certain 
diseases. Penicillin was advocated 
only after everything else had failed. 
This is one of the reasons why, as 
we will see later, our nursery impe- 
tigo problem, for one, is not more 
universal. Why in a few areas pen- 
icillin will still knock out 90 to 95 
percent of my progeny. 

We became permanently estab- 
lished, therefore, as an endemic- 
resistant strain where penicillin was 
extensively used. We were contin- 
ually growing in numbers and trav- 
eling everywhere. Our ability to re- 
sist penicillin however soon became 
widely known. It was then that we 
were introduced to other antibiotics, 
the two most frequently used being 
streptomycin and the tetracyclines. 
These two antibiotics were used pri- 
marily in combinations with pen- 
icillin to try to destroy our disease 
producing abilities. However, these 
combinations only delayed and de- 
pressed the resistance rather than 
prevented emergence of resistance 
altogether. We could have told them 
that double resistance and variants 
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occur at rates appreciably greater 
than the theoretical expectancy. 
May we staphs explain two factors 
in our favor in this regard? 

The first is cross resistance, e.g., 
altered biological properties (ac- 
quired by microorganisms during 
the emergence of resistance to a 
particular antibiotic) may be ac- 
companied by changes in sensitivity 
to other antibiotics, although we 
may never have been exposed to 
them. Fortunately for us, some of 
the antibiotics and chemotherapeu- 
tic agents have a biologically active 
moiety in drug molecules which 


show similar configurations. For 
example, our development of re- 
sistance against penicillin also pro- 
tects us in most instances from 
destruction by tetracyclines, chlor- 
tetracycline, oxytetracycline and 
chloramphenicol. Similarly, resist- 
ance to streptomycin protects us 
from streptothricin, and for the most 
part from viomycin and neomycin. 
Our second advantage centers 
around the observation that for 
combinations of antibiotics to be 
effective at the concentrations used 
in combination we staphs, first, must 
be relatively sensitive to each agent 
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a thousand and one uses 
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PRPS H HHH E HEHE EES EHEEH EEE EEEE 


The wide range of sizes of ‘VASELINE’ ‘STERILE PETROLATUM GAUZE 
U.S.P. gives it a thousand and one uses in the hospital and the office treatment 


room. As a pressure dressing in surgery.. 
an emollient dressing on dry and nonacute skin lesions... 
. here is a om convenient to use and of guaranteed, 


and ear procedures.. 
sealed-in sterility. 


.an occlusive dressing in burns... 
a packing in nose, eye, 


Provided in a Range of Sizes for Every Indicated Need 
in disposable plastic tubes ¢ 1/2” x 72” selvage-edged packing 


in heat-sealed foil envelopes ¢ 1” x 36” strip... 
6" x od strip 
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3” x 18” strip...3” x 36” strip.. 
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3” x 3” pad, opening to 3” x 9” strip... 


‘Vaseline’ Sterile Petrolatum Gauze U.S.P. 


Professional Products Division * Chesebrough-Pond’s Inc., New York 17, N. Y. 


Vaseline® is @ registered trademark of Chesebrough Pond’s Inc. 


For more information, use yellow postcard inside back cover. 





alone. It is factual that with human 
tuberculosis development of muta- 
tions is markedly depressed with 
combinations of streptomycin and 
hydrazides of isonicotinic acid 
(INH) as long as the organism is 
sensitive to the antibiotic alone. 
However, if the tubercle bacilli or 
staph is resistant to streptomycin or 
penicillin, respectively, the presence 
of the second combination drug, 
either INH or tetracyclines, will not 
interfere markedly with the emer- 
gence of resistance to these anti- 
biotics. 

We thus became through the years 
quite tolerant to penicillin, strepto- 
mycin and to various tetracyclines. 
As a result of our resistance to the 
above three antibiotics, we found it 
easier to superimpose ourselves on 
other infections, to cause cross in- 
fections and even to replace sensi- 
tive strains in persons not receiving 
antibiotic therapy. We thus became 
rapidly established, particularly in 
permanent hospital personnel. For 
our carriers, we prefer parasitism 
in the naso-pharynx and on the 
skin. 

We were first introduced to the 
infants in the overcrowded nursery 
via nurses who serve the area, lab- 
oratory technicians who visit and 
carry us to all areas of the hospital, 
the janitor, who services the nurs- 
ery units, mothers, hospital visitors 
(we have seen as many as 10 visitors 
to one ill patient) and through doc- 
tors. Our infection rate in the nurs- 
ery personnel, however, led to our 
downfall. 

Infant tissue in comparison with 
adult tissues is predominately rich 
in various mucopolysaccharides. 
Such a substrate enables us to effect 
pyodermal lesions quickly, with the 
production of large amounts of 
hyaluronidase and coagulase. The 
former facilitating our dissemina- 
tion by destroying hyaluronic acid, 
the cementing substance of tissue 
cells and the latter causing fibrin 
deposition which protects us staph 
masses from phagocytosis and de- 
struction by body cells. As soon as 
the first skin infection broke out, we 
were in for it. Nevertheless we felt 
pretty secure and wanted above al! 
to remain permanently established 
to enable us to move outside the 
hospital where other hosts were 
available. How could they possibl; 
detect carriers and pinpoint the 
staph involved when practically 
everyone is a nasal carrier? How- 
ever, events happened rapidly. Th: 
nursery personnel was instructed to 
wear double masks, with at leas! 
two changes daily, to wash thei 
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for expanding hospital requirements 


ONE-PAGE GUIDE TO 
MODERN DISTILLED WATER 


INCREASED HOSPITAL DEMANDS 
The expansion of central supply activi- 
ties, pharmacies, solution rooms, new 
blood techniques, flasking of distilled 
water for surgery and the decreased use 
of water sterilizers have all resulted in 
increased demands for distilled water in 
today’s hospital. The result is that larger 
S:ills and better distilled water storage 
facilities are needed in the modern hos- 
pital. 


COMPACT LARGE CAPACITY 
STILLS NOW AVAILABLE 

The greater demand for distilled water 
con be met by installing one or more 
Barnstead Stills with capacity of 15, 20 
or 30 gallons per hour. These Stills are 
available for floor or wall mounting. 
They save space and money when com- 
pared with installing several smaller 
Stills. They are available with automatic 
controls for self-starting, self-stopping 
operation so that you do not have to rely 
on memory for a constant supply of dis- 
tilled water. Smaller hospitals will find 
that the Barnstead 5 and 10 gallon per 
hour Stills can provide an ample supply. 





15 G.P.H. FULLY AUTOMATIC STILL AND TANK 
COMBINATION. NEVER NEEDS CLEANING. IN- 
CLUDES PUROMATIC CONTROLLER, ULTRA-VIOLET 
EQUIPPED TANK AND VENTGARD, 


PURITY REQUIREMENTS ARE 
HIGHER 

Not only does the modern hospital need 
more distilled water, it must have purer 
distilled water. Today’s Barnstead Still 
meets this requirement by producing dis- 
tilled water to a new high standard of 
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PURITY METER PROVIDES 30-SECOND PURITY 
TESTS. 


purity — pyrogen-free, sterile and chem- 
ically pure to a fraction of a part per 
million. The Foster D. Snell Laboratories 
conducted tests with a solution contain- 
ing 25 times the pyrogen content en- 
countered in normal service. These tests 
proved conclusively that the Barnstead 
Still can produce pyrogen-free water from 
feedwater that was deliberately loaded 
with pyrogens. Another test showed that 
the water was free from viable micro- 
organisms. (See the complete tests in 
Catalog H). Special equipment produc- 
ing ultra-pure water for exacting re- 
search is also available. 


SAFE STORAGE WITH VENTGARD 
AND ULTRA-VIOLET 

Two Barnstead developments now en- 
able you to store larger quantities of dis- 
tilled water safely. This means you can 
have a full 25, 50, 100 gallons or more 
on hand to start the day. Barnstead 
Metal Storage Tanks, lined with pure 
ine-t tin inside, can now be ultra violet 


Intoke Breather 1 me 4 


Sub-micron 
Filter Cartridge 
(Reploceable) 


Intake Breather 
Valve 


Purified Air to Tank 


VENTGARD PREVENTS AIRBORNE re 
FROM ENTERING STORAGE TANK. 


equipped to maintain the sterility of the 
stored distilled water. Ultra-violet pene- 
tration is particularly effective with dis- 
tilled water. Ask us for detailed reports 
of 30 day tests. The other purity-pro- 
tecting feature is the Ventgard which 
prevents airborne contamination from 
entering the tank. Installed in the air 
vent of the tank, the ventgard filters out 
dust, mist, particles of submicron size, 
and bacteria. It also absorbs gases like 
ether, ammonia, carbon dioxide, etc. 


CONDENSED BOILER STEAM VERSUS 
DISTILLED WATER 

We believe it is dangerous for a hospital 
to use filtered condensed boiler steam as 
a substitute for distilled water. The risks 


| involved are that boiler steam often con- 


tains oil, grease and other organic im- 
purities, volatile amines, impurities 
picked up from steam piping which are 
not filtered out and appear in the con- 
densate. In a properly designed water 
Still, evaporation takes place at low ve- 
locity, without pressure, without boiler 
compounds, in a clean atmosphere and 
under the control of the operator. And 
since the cost of producing pure distilled 
water is the same, there is no reason to 
take the risks inherent with condensed 
boiler steam. 


WATER STILL CLEANING IS 
ELIMINATED 

Rising labor costs make it desirable to 
eliminate the time used in water Still 
cleaning. The New Barnstead Feedback 
Purifier Still requires no cleaning and 
operates in the following manner: 1. 
Steam condensate from the heating coil 
of the Still passes through a cooler, then, 
2. through a demineralizer which re- 
moves ionizable impurities. 3. Then it 
passes through a carbon filter for re- 
moval of odors and most organics, 
4, This highly purified water is then fed 
to the evaporator of the Still for final 
removal of trace impurities including 
bacteria. The result is distilled water of 
extremely high purity. Maintenance con- 
sists of occasional cartridge replacements 
and no Water Still cleaning is required. 


NEW CATALOGS 

Write for Catalog “H” describing Barn- 
stead Stills especially designed for hos- 
pitals, Bulletin 161 on Ultra Violet 
Equipped Storage Tanks, and Bulletin 
145 on The Still You Never Have to 
Clean. 
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25 Lanesville Terrace, Boston 31, Mass. 
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SANITATION 


Save Nurse’s time—clean up to 1200 
bottles per hour with the 


HAMILTON BEACH $6065 Washer 


Remove Milk Scum even from inner 
bottom crevices! 


Fits any sink—just plug in. Exclusive TURBO-FLO 
water action eliminates floating-film contamination. 
Handy TURN-TOP switch. Rust Proof, Heavy Duty 
construction throughout. Motor-driven quadruple 
Nylon brushes scrub every inch—approximately 1000 
scrubs per minute. Brushes also available for regular 
glassware. U.L. Approved. Thousands now in daily use. 
Only $125.00. 10 DAY TRIAL OFFER! Contact your regular 
supplier or send coupon for your free trial. 


HAMILTON BEACH® racine, wisconsin, vert. c 
DIVISION OF SCOVILL MANUFACTURING COMPANY 


Gentlemen: Without obligation, please make arrangements for our 
10 day trial of a HAMILTON BEACH Glass Washer. Thank you. 
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hands between each infant handling 
with a hexachlorophene soap, and 
all linens used in the nursery, both 
on infants and personnel, had to 
be autoclaved prior to wearing and 
changed daily. We were removed 
bodily from our pyodermal lesions, 
anterior nares and umbilical bed 
and streaked onto trypticase soy 
agar plates. We were next exposed 
to 25 different staph phages and 23 
antibiotic discs for a sensitivity run. 
They finally classified us as phage 
type 42B/52/80/81, resistant to pen- 
icillin, streptomycin and the tetra- 
cyclines, coagulase positive, golden 
orange pigmented, 6-hemolytic, ex- 
hibiting proteolytic activity with 
gelatin, producing acid from manni- 
tol and demonstrating phosphatase 
activity. Furthermore, investigators 
who studied us more closely found 
out we could synthesize amino acids 
and vitamins more rapidly than our 
non-pyodermal friends. However, 
primary emphasis for us virulent 
strains was placed on antibiotic re- 
sistance and phage types. We could 
have told them that coagulase test- 
ing alone was also a quick way of 
picking us out, even though some 
laboratories had missed us, because 
the particular batch of human plas- 
ma used contained coagulase inhibi- 
tors or antibodies and hence pre- 
vented coagulation. 


Dr. Engelhard’s excellent article 
will be concluded in the Pharmacy 
Section of the December Issue of 
HOSPITAL MANAGEMENT. 


Radioisotope Teletherapy 
Equipment — Internal Directory 


Published by International Atomic Energy 
Agency, Vienna |, Austria, 1959. pp. 121. 
$2.00 


™ THIS Is Acomprehensive directory 
put out by the International Atomic 
Energy Agency in Vienna. It de- 
scribes the various kind of deep 
therapy machines utilizing radioiso- 
topes such as cobalt 60 and caseium 
137. There is a chapter on decisions 
and explanations and a short sum- 
mary with illustrations of each type 
of machine available for use. Some 
interesting appendices list the prices 
of these units in U. S. dollars to- 
gether with the names and ad- 
dresses of the manufacturers and 
distributors of the machines. A use- 
ful reference manual. C.U.L. # 
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From the film—“Skin Grafting of Extensive Burns’ by Harry R. Grau, M.D., Cleveland, Ohio 


Fig. 1. 68-year-old man with extensive third degree burns caused by gas explosion 2 weeks previously. 
Fig. 2. Sixteen days after treatment with FURACIN Soluble Dressing and debridement, wounds show 
healthy granulation tissue free from infection and ready for skin grafting. 


Severe burns: fight infection, facilitate healing 


Versatile FurAcin lends itself admirably to burn treatment. Furacin Soluble 
Dressing is applied directly, or as impregnated gauze under dry or wet pres- 
sure dressings. Furacin Solution is sprayed on the burn area (exposure 
technic) ; this leaves a moist, flexible antibacterial film. 


In clinical use for more than 13 years and today the most widely prescribed 
single topical antibacterial, Furacin retains undiminished potency against 
pathogens such as staphylococci that no longer respond adequately to other 
antimicrobials. Furacin is gentle, nontoxic to regenerating tissue, speeds 
healing through efficient prophylaxis or prompt control of infection. Unique 
water-soluble bases provide thorough penetration, lasting activity in wound 
exudates, without “sealing” the lesion or macerating surrounding tissue. 


the broad-spectrum “f 
bactericide exclusively 
for topical use 


brand of nitrofurazone 


in dosage forms for every topical need 


Soluble Dressing / Soluble Powder 
Solution /Cream /HC Cream 

(with hydrocortisone) / Vaginal 
Suppositories / Inserts / FURESTROL® 
Suppositories (with diethylstilbestrol) 
Special Formulations for Eye, Ear, Nose 
EATON LABORATORIES 


Division of The Norwich Pharmacal Company 
NORWICH, NEW YORK 
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NURSING 


Progressive Patient Care 


An analysis of the implementation, costs and behavior factor 


by Louis J. Lonni 


® THE RECENT IMPACT of the publica- 
tion of data and ballyhoo on Pro- 
gressive Patient Care and the re- 
sulting installation of separate 
Intensive Therapy Units indicate a 
strong trend toward this new con- 
cept and system of care. The uncer- 
tainty of launching them, which was 
apparent a few years ago, is gone. 

It is obvious that PPC, at least to 
the extent of the Intensive Therapy 
Unit, is very much the fashion in 
hospitals today. Yet fashions in hos- 
pital circles are not novelties. There 
have been others in the past: Mass- 
Treatment Plan, All-Inclusive Rate 
Plan, Middle-Rate Plan, Flat-Rate 
Plan, and numerous others. 

What was solid and worthwhile 
remains; but a considerable amount 
of froth has been blown off the top. 
The inquiry is not with the solid 
substance of PPC per se; the PPC 
implementation in our hospital has 
been a salvation. The quaere is with 
the fad aspects of the innovation. 


Mystery and Glamour 


There is a certain amount of mys- 
tery and glamour in the various 
descriptive titles used to identify the 
innovations such as ICU, ITU and 
others. This is also true of the rea- 
sons given for the installation of the 
‘Units, such as: 

keeping up with the Joneses; 

saving the patient the cost of pri- 
vate duty nursing; 

giving the patient better care by 
greater utilization of nursing per- 
sonnel; 


Mr. Lonni is administrator of the Im- 


perial County Hospital, El Centro, Cali- 
fornia. 
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tailoring the facilities to the pa- 
tients’ needs. 

Keeping up with the Joneses. 
While this is never publicly ad- 
mitted as the reason for installing a 
unit, it is, unfortunately, the moti- 
vating reason for a large number of 
unit installations. To an instigator, 
suddenly imbued with the fire of 
misplaced enthusiasm, kindled by 
the fact that a “rival” hospital has 
a unit and therefore “we should 
have one too” the caution expressed 
by those who will need to live with 
the unit is difficult to understand. 

Private Duty Nursing. There is no 
quarrel with the need for private 
duty nursing per se but it is some- 
times true that while the very ill 
require it, relatively speaking, only 
the financially able get it. There is 
an inequality and a fallacy in the 
argument that a $48 a day charge 
of a bed in the Intensive Care Unit 
is a saving to the patient on the 
specious reasoning that private duty 
nursing would cost him $45, “and 
thus he is saving money and we are 
doing him a favor.” Legally, the pa- 
tient must be cared for according to 
his needs whether or not he can pay 
for it. 

Nursing Personnel. There is no 
doubt that an ITU is conducive to 
better utilization of nursing person- 
nel. But only if the Unit is built 
either around or in close proximity 
to the nursing station so that the 
nursing steps are limited. Unless the 
Unit is functional, better utilization 
of personnel is neither a reality nor 
is it effective. 

The functional symmetrical beauty 
of the PPC concept is its “balancing 
of factors” pattern of the profession- 
al and economic aspects. That is 
why the plea is for hospitals to go 
either completely PPC, or if an In- 
tensive Therapy Unit is desired, 


then this should be a phase-planned 
unit with later addition of the other 
elements. 

Which is preferable differs be- 
tween one hospital and another. For 
this reason, it is not possible to offer 
a “ready-made” blue-print which 
will suit all circumstances. Nonethe- 
less, many factors will be common 
to the system, wherever its implec- 
mentation. The solution of problenis 
may differ in detail, yet will be simi- 
lar in the over-all picture. 


Revolutionary or Evolutionary 
Concept 


Like many other advances in the 
medical field, PPC is an evolutior- 
ary development, not a revolution- 
ary one. At present it is in the early 
stages of development, although the 
Intensive Therapy phase is appar- 
ently accepted. 

Progress will probably come in 
two stages. The next five years will 
probably be devoted to exploratory 
research and implementation of the 
concept in progressive hospitals. 
After this period there will come a 
general recognition of the advan- 
tages enjoyed by the pioneering 
management who have completely 
gone PPC. Social factors and pres- 
sures will then lead other hospitals 
to seek the same advantages. In 
other words, the PPC concept will 
come to be recognized, not as an in- 
dividual unit of care, but as a sys- 
tem in a closely inter-related and 
inter-connected activity which is 
carried out in a pursuit of a common 
purpose. Such a concept is compli- 
cated only when management or the 
medical staff magnify the problems 
involved unless they are familiar 
with the machinations of the con- 
cept. In point of fact, implementing 
the PPC system is no more compli- 
cated than any other innovation. In 
many hospitals it will just be a mat- 
ter of intestinal fortitude. 


Stop, Look, Listen 


After a year of research and thie 
implementation of the complete PPC 
system in our hospital six months 
ago, there is visible evidence and 
supporting data indicating its effec- 
tiveness. It is our firm belief that 
this is the answer to hospitals with 
staff and budget problems. Members 
of the local medical society are eii- 
thusiastic about the increased cave 
by the concentration of patients in 
the various units. The patients ther- 
selves feel a kind of elation up n 
their “graduation” from unit to un:t. 

It is necessary to evaluate the ccst 
factor of implementation of only a 
single unit as against the installation 
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of the entire PPC three unit instal- 
lation. We have demonstrated that 
the installation of a single unit, un- 
less it is a phase-planned unit, 
causes an imbalance that negates 
the entire benefit of PPC. Some of 
the present units, by whatever name, 
have not been so dramatically suc- 
cessful as the press agentry might 
indicate. Little publicity has been 
given to the fact that adding a single 
unit adds only concentrated nursing 
skills and concentrated equipment 
without reducing costs. 


Frame of Reference 


How does the circuital balance of 
the true PPC concept contribute to 
the cause of better care and bal- 
anced costs. One of the important 
difficulties in talking about PPC is 
that the term now means so many 
different things to so many different 
people. 

Under the PPC concept, segrega- 
tion is according to degree, rather 
than type of illness. The true func- 
tional PPC concept is the integration 
of the various units in a flow pattern 
of utilization by degrees of illness so 
that the output of one unit equals 
the input of another unit. The de- 
sired net result of this flow pattern 
is a balancing of optimum care with 
minimum cost. Unless balance is 
achieved ky the installation of the 
Self-Care and the Intermediate Care 
Unit, it is likely that the venture 
will be costly to both patient and 
hospital. Without the low cost bal- 
ancing units to offset the high cost 
Intensive Therapy Unit, cost is pro- 
hibitive and a deterrent factor to all 
concerned. 

Our experience and those of the 
studies now underway indicate that 
movement is not a deterrent factor 
in a PPC flow pattern. Most patients 
can move from Intensive Therapy to 
Self-Care or from Intermediate Care 
to Discharge, although the progres- 
sion is not absolutely necessary. Our 
experience does indicate that the 
implementation of a three-phased 
unit sequence is the only justifiable 
way to equate care and costs. 


Cost Factors of PPC 


On the basis of cost studies at 
Manchester and in our hospital, it 
is suggested that charges should re- 
volve around the cost charge of the 
average semi-private room. For ex- 
Please turn to page 71 
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WHICH CULTURE 
COULD BE TAKEN 
FROM YOUR COILS? 


Three cultures above were taken from the condensed water 
on the refrigeration coils of a hospital air conditioning sys- 
tem. The fourth (lower right) was taken from the Kathene® 
solution in a Kathabar® unit protecting a vital area in the 
same hospital. 

If you culture the exposed water in the air conditioning 
system for surgery, nurseries, and other critical areas in your 
hospital, you may find compelling reasons for looking into 
the protection offered by Kathabar air conditioning. 


SURFACE COMBUSTION 

Division of Midland-Ross Corporation CER 
2396 Dorr St., Toledo 1, Ohio 
Send “Air Hygiene for Hospitals” 
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CEntRal SERVICE 


by Mary Helen Anderson, R.N., M.S.H.A. 


The New Employee 


™ ACROSS MY DESK each month there 
comes a little publication bearing 
the title “Supervisors’ Experience 
Exchange.*” It is just what the doc- 
tor ordered for central service su- 
pervisors who need a lift in directing 
the activities of the professional and 
semi-professional people in their 
areas. 

The current issue concerned itself 
with a problem so vital to supervis- 
ors everywhere that permission was 
secured to reproduce the material 
just as it was circulated. 


“The Supervisor and The New 
Employee” 


No one would think of having a 
guest arrive at his house and not 
showing him where to place his coat 
—or of introducing him to the other 
guests. 

By the same token it behooves 
every one of us as supervisors to ex- 
tend every courtesy possible to wel- 
come a new employee coming into 
our department. It will pay off later 
in unexpected dividends. 

The new employee is at a decided 
disadvantage. He is totally unfa- 
miliar with the company—and with 
the particular department he’s be- 
ing assigned to. For some people the 
first day on a job can be a bewil- 
dering experience. In the first few 
days when everything is strange, 
new, and insecure for the new 
worker, the alert supervisor takes 
care to see that the new person is 
shown courtesy, kindness, and per- 
sonal consideration, apart from any 
formal orientation program the com- 
pany (hospital) might have in effect. 
Actually, the most important in- 
gredient in any orientation program 


*Published by TradeCOR, Inc., Chicago, 
Ul. 
This material reprinted from Supervisors’ 


Experience Exchange by permission of 


TradeCOR, Inc. 


is common sense—plus a generous 
dose of courtesy. 

The First Day. There are some 
practical things you can do to as- 
sure the new person of getting off 
to a good start. 

To begin with he has to know 
where he will do his work—he’ll 
have to meet the people he’ll be 
working with. The very first day it’s 
wise to make sure he takes his 
coffee breaks and lunch, if it’s pos- 
sible, with other members of the 
work unit. Spending free time alone 
adds to the insecurity and awkward- 
ness new employees feel on their 
first few days on the job. 

Spend some time talking with 
your new employee. Find out what 
experience he has had—something 
about where he worked before. This 
information is on his application 
forms, no doubt, but it helps to hear 
it from him. You may find out things 
that are not on the form—and the 
employee himself will benefit from 
the chance to tell you about his 
past. But you'll have to do more 
listening than talking—allow the 
employee to tell you whatever he 
wants to. Even though all the in- 
formation may not be pertinent, it’s 
worthwhile to listen if for no other 
reason than to make him feel better. 

Ask him for questions and spend 
all the time needed to give him com- 
plete answers. Perhaps he won’t 
know enough yet to have questions 
—at least make him feel you are 
ready and willing to answer what- 
ever questions he may have in the 
future. 

Tell him how grievances are han- 
dled. Make sure he understands that 
he'll be treated fairly and that you, 
as his supervisor, are the one to 
bring “gripes” to. Mention that it 
won’t help much to talk about gripes 
to co-workers as they usually can’t 
do much to straighten a problem 
out. 

Stress cooperation from the very 
beginning. This can best be done by 


showing the new worker how his 
job ties in with other jobs in the de- 
partment. Then illustrate how his 
department fits in with other de- 
partments. Be as specific and as 
clear as you can on how the new 
employee’s job is a part of a totai 
work pattern—and an important 
part at that. 

So Far So Good. Now you've 
talked with your new man, found 
out something more about him, in- 
troduced him to his co-workers, 
opened the door to any and all 
questions he may have later and ex- 
plained the procedure on “gripes’. 
You’ve done a lot to make your new 
worker feel at home. It will have 
been a successful introduction and 
your employee will appreciate it—- 
and benefit greatly ...If.... you 
didn’t overload your new employee 
with advice. A good rule is to give 
as little advice as possible, unless 
the employee asks for it. Sometimes 
it’s easy to feel we’re helping some- 
one out by giving him a run-down 
of what to expect—or, “I wouldn’t” 
and “don’t try this” kind of advice. 

It’s true that you, as a supervisor, 
can tell quite a lot about what will 
come up as the employee gets more 
acquainted with his job. You’ve got 
experience—and no doubt, you’ve 
seen them come, stay, and go. But it 
can do more harm than good to load 
him up with advance information. 
Just being there the first day—the 
interviews—new faces—the unfamil- 
iar surroundings—is enough for a 
starter. Advice is most valuable 
when it’s timely. Don’t rely on the 
new person’s memory—don’t expect 
some piece of advice you give him 
today to pop back into his head a 
month later when he needs it. This 
is a hit or miss proposition. Good 
sound judgment can tell you when 
advice is needed and what you 
should tell him. 

. You didn’t use the words 
“you'll be expected to” too often— 
just expecting him to do this and 
that makes it a one-way street. The 
new person might feel you expec! 
too much—while if you let him ge? 
the idea about what’s expected of 
him more gradually, he’ll assume 
his responsibilities willingly. An« 
this is a must for getting his co 
operation. 

... You didn’t make the employe: 
feel you think he’ll adjust immedi- 
ately. It will take time—more tim: 
for some persons than others. Ni 
one is more conscious of his nev 
job, new people, his whole new en- 
vironment than the new person him- 
self. It may be old stuff to you bu‘ 
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ELIMINATES... 
V High installation costs 
V 2 or 4 adjustment valves 


V Extra vacuum breaker 





/ Rubber hose and nozzle 
Vv Extra piping 
V Resting lugs in bowl 


Modern in every way, the improved 
American-Gray Diverter Valve eliminates awk- 
ward hoses where leaks are both dangerous 

The routine task of bedpan cleaning and rinsing is made and annoying ... and the operator always has 
easier ... and done in less time with the improved American- perfect balance with no “teetering” on one foot. 
Gray Diverter Valve. A welcome convenience by nursing personnel, Acceptable under the most rigid plumbing 
the valve is operated by a mere trip of the regular flushing handle codes, thousands of these American-Gray 
... diverting a perfect spray of fresh water through the nozzle Diverter Valves are saving hours and dollars in 
and into the utensil . . . no leaky hoses, hot and cold valves or hospitals and nursing homes throughout the 
awkward piping and pedals. world. Installation is simple with the Valve being 

Cost-conscious administrators like its simple, low-cost installa- placed between the existing flush valve and the 
tion, minimum maintenance and time-saving features. toilet . . . permanently, 

The polished chrome finish is as handsome as the fixture is 
efficient. The Diverter Valve becomes an attractive integral part 
of the toilet assembly, eliminating bothersome fixtures. 


¢ Easy —Economical to Install 


World’s largest Designer and Manufacturer of S A M 2 R C A N 


Surgical Sterilizers, Tables, Lights and related equipment cH ‘ STE RI LI Z E R 


ERIE* PENNSYLVANIA 
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Fast, easy, accurate mixing of 


mopping solutions, using large 
embossed numerals and rein- 
forcing, gallon-indicating cor- 
rugations, is the newest 
improvement in Geerpres 
mopping buckets. Available in 
4-, 8- and 11-gallon sizes with 
choice of single, twin or 
‘Convertible’? models. 


Ask your Geerpres jobber or 
write today for free bulletin. 


For more information, use yellow postcard inside back cover. 





don’t forget that it’s all fresh to hin. 
It will help him if you let him know 
you have an idea of how he feels— 
that you'll afford him all the pa- 
tience he needs. 

Summing Up. First impressions 
and early attitudes are very 
often deep—and last a long time. A 
start “on the right foot” can mean 
less headaches and problems in the 
future for both the employee and 
his supervisor. If a new worker is 
favorably impressed with his com- 
pany (hospital), his “boss,” and the 
department he is going to work in, 
then you’ve got a head start to mak- 
ing your new employee an enthusi- 
astic worker—willing to cooperate 
—finding pride in his work. 

The foregoing material was not 
written for hospital people, but it is 
a shining example of what we can 
learn from industry, if we would 
apply some of their good principles 
to our big business—the hospital 
business. a 


Tested Methods of Raising 


Money 

by Margaret M. Fellows and Stella A. 
Koenig. Harper and Brothers, New York. 
pp. 463. $6.95 


= THIS IS A WELL WRITTEN, well an- 
notated scientific approach to fund 
raising. In this book two profes- 
sionals pool years of experience and 
give the reader several easy lessons 
on how to get money out of people. 
Every administrator should have a 
copy of this book on his shelf for 
reference work. There are examples 
of letters of solicitation; letters of 
thanks; letters of collection and nu- 
merous illustrations of ways and 
means of approaching prospects. 
Highly recommended. C.U.L. # 


An Experiment in Medicine: 

The first twenty years of the Pratt Clinic 
and The New England Center Hospital of 
Boston 


by Joseph E. Garland. The Riverside Press, 
Cambridge, Mass. 1960 pp 107 


® THIS “NARRATIVE HISTORY” COi- 
cerns not only the founding but the 
motivation behind the founding of 
this particular institution. Although 
it has proved a solution for one 
particular region, the study lacks 
the depth required to make its re- 
port of general interest or indicate 
the type of role this experiment 
could play in future medical care. 

M.U. # 
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Continued from page 67 

ample, if the rate is $22, the se- 
quence of rates should be $28-$22- 
$16. This would have the following 
results: 


hospitals would equate care with 
cost; 


physicians would be encouraged 
to admit patients to the units ac- 
cording to need and not according 
to purse; 


the current loss problem of low 
occupancy would be eliminated. 


High costs are the crux of the 
low occupancy rate (25 to 55 per- 
cent) for some Intensive Therapy 
Units. While the compiled data is 
not a representative sample of unit 
admissions and occupancy in the 
country, it may be a significant pat- 
tern to be expected if the present 
policy of high charges is followed. 

Published pertinent occupancy 
data is meager because of the re- 
luctancy of management to report 
this picture of the single installa- 
tion of Intensive Therapy Units. In- 
formation based upon personal in- 
terviews indicate that occupancy is 
of real concern because of the fac- 
tors of fixed staffing costs, and the 
non-productive use of equipment. 

While proponents of single units 
worry about the abuse of utiliza- 
tion of the unit, the facts indicate 
the contrary. Studies at Ravens- 
wood Hospital in Chicago, Illinois 
revealed the serious fact that in an 
8-bed Intensive Therapy Unit the 
break-even point is six patients.’ 
This might indicate that high 
charges are a deterrent factor and 
that physicians and surgeons are 
acutely aware of the high charges 
and may be reluctant, at least in 
marginal cases, to recommend a 
bed in this unit. 

Any innovation, no matter how 
sound, has its own delicate balance 
that lends itself to a symmetrical 
system of coordination. In PPC, the 
coordination is achieved by a bal- 
ance of three units: Intensive 
Therapy, Intermediate Care and 
Self-Care Units. s 


*Haver and Haver: Subrecovery Unit. 
Hospitals, J.A.H.A. 31:47 (Oct. 16) 1957. 
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Bassick “‘Diamond Arrow” plate caster, Series ‘68.’ Patented two-level ball 
race (shown in “phantom’’) insures easy, quiet swiveling under maximum 
weight and thrust loads . . . with maximum economy to the user. Non-marking 
wheels protect floors. 


Where quiet counts: Bassick 
“DIAMOND ARROW?” casters 
for furniture and equipment 


Quiet, easy swiveling, the smoothest rolling, plus pro- 
tection to floors—these are features you'll come to take 
for granted on furniture and equipment using Bassick 
“Diamond Arrow”’ casters. 
They're the finest casters available for hospital or 
institution. Patented “‘Diamond Arrow’’ two-level ball 
race construction insures high caster efficiency with maximum econ- 
omy and always gives you quiet, easy swiveling. Hardened ball race- 
ways and scientifically distributed loads give long life with lowest 
maintenance cost. 

Models available for beds, cribs, bassinets, tables—including bed- 
side, overbed, instrument, and many other special tables—stands, 
kick buckets, X-ray machines, and other portable and special labora- 
tory equipment, as well as conventional furniture and equipment. 
Electrically conductive wheels available in most sizes. See your 
Bassick distributor, or see our Catalog in the Hospital Purchasing File. 





THE 
BASSICK COMPANY, 


LS ERAT 6 4 


po veetecs BRIDGEPORT 5, CONN 
, CONN. 











| Excetieonce| 
STEWART-WARNER CORPORATION 








IN CANADA: BELLEVILLE, ONT. 


Bassick ‘‘Diamond Arrow” Series ‘‘69”’ with stem construction and side brake. 
Comes with or without side brake in 2”, 214”, 3”, 4", and 5” “Baco”’ (soft 
tread) or “‘Atlasite’’ (hard tread) wheels (both non-marking). Also 154” 
“Atlasite’’ and 134" “‘Baco’’ wheels without brake. ; 0.48 


For more information, use yellow postcard inside back cover. 
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PATIENTS 
KE 
PRO-CAP 


by SEAMLESS 








We know why doctors and nurses 
like PRO-CAP adhesive . . . there’s 


no slipping, minimum ir-~itation, 


and it’s easy to handle . ?PRO- 
CAP pulls off the roll easil. sticks 
faster and stays stuck. Patients, 
too, like PRO-CAP because it stays 
firmly in place as long as needed— 
without itching—and leaves no 
gummy residue. 

PRO-CAP, the adhesive contain- 
ing fatty acid salts*, gives your doc- 
tors, nurses, and patients the most 
efficient, comfortable and econom- 
ical quality tape available. 

*Zinc propionate; zinc caprylate. 
HOSPITAL DIVISION 
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X-Ray-LaBORATORY 


Surveying the 





X-Ray Department 


A checklist to help you 


by William J. Storm 


Top Management Views 


What is the scope and responsi- 
bility of the radiology department as 
the hospital administrator under- 
stands it? Are there any misunder- 
standings between the various lev- 
els? Does the hospital management 
have the scope and responsibility in 
writing? Is it reviewed regularly to 
bring it up-to-date? 

Who is responsible for determina- 
tion of the following major policies 
which affect the x-ray department? 
Does the department manager have 
a voice in these policy decisions? 
That is policy decisions which con- 
cern the procurement of supplies 
and equipment including the timing 
of procurement and the selection of 
vendors; which concern the services 
rendered including the type of pa- 
tients and the charges; and which 
concern the personnel including the 
selection, training and compensation 
of the employees, the work arrange- 
ments and the employee services. 

How does the department manager 
rate on adaptability and resource- 
fulness, analytical ability, applica- 
tion and output, conduct, conscien- 
tious attitude, initiative and self-re- 
liance, intelligence, judgment, 
knowledge of job and leadership. 

Is there more than one radiology 
department and what is the relation- 
ship, if there is more than one? Are 
responsibilities well defined? Is 
there any overlap of functions? 


Mr. Storm is management consultant, 
Professional Management Services, New Or- 
leans, Louisiana. 
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Objectives of the Radiology 
Department 


Are the major objectives of the 
department presented in a formal 
statement? 

Does the statement of objectives 
agree with the hospital manage- 
ment’s viewpoints? 

Are the objectives attained? 


Department Functions and 
Organization 


Are the functions of the depart- 
ment listed? 

For each of the functions listed, 
ask the following: Is the department 
performing the function? How well 
is it doing? Are there any of the 
functions being performed else- 
where? Should they be? Are any 
missing? 

Chart and describe the place of 
the department in relation to the 
whole hospital organization. 

Does the relationship correspond 
to the degree of importance and 
authority necessary? 


Guide for Appraisal of Department 
Organization 


Ascertain the precise objectives of 
the department. 

Obtain a chart of the present or- 
ganization. 

Become familiar with the various 
sections. 

Become acquainted with key em- 
ployees, their responsibilities, and 
problems. 
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Determine the relative importance 
of activities. 

Ascertain duties of all employees. 

Trace the present line of author- 
ity. 

Trace the present flow of routine. 

Become familiar with nature of 
each system. 


Construct a tentative organization 
on basis of functions. 

Fix all responsibilities. 

Verify the lines of authority. 

Provide suitable channels for fa- 
cilitation. 

Block out proposed assignment of 
duties. 


Allocate duties according to avail- 
able personnel. 

Readjust flow of routines. 

Prepare final organization chart. 

Have job descriptions been pre- 
pared for all positions? Are they 
up-to-date? Accurate? 


Make job analysis. 
Seek inconsistencies in essentials 
of organization such as: 
‘mportant functions neglected, 
inimportant functions stressed, 
duplication of functions, 
‘unctions not arranged logically, 


Qualified Personnel 


Has the department manager had sufficient training in “scientific” man- 
agement? ——Yes No 

Are employees properly tested for desirable characteristics before hir- 
ing? ——Yes —No 

Does the manager try to develop versatility in his staff? ——- Yes —— No 

Are the key employees training understudies? —— Yes No 

Are all employees encouraged to prepare themselves for promotion? 
—- Yes — No 

Is effective utilization made of all employees? Yes 

Has management established an employee training program? 
—- Yes — No 

Does each employee understand what is expected of him or her? 
—- Yes — No 

Are employees encouraged to attend professional meetings? 
— Yes — No 

Are employees rated regularly and informed of areas which need im- 
provement? —— Yes No 

Are employees informed of latest developments in x-ray techniques? 
— Yes — No 

Are employees encouraged to make suggestions for cost reduction in all 
areas of the department? Yes — No 

Are promotions made from within? —— Yes 


— No 


— No 


Physical Facilities 


Has adequate space been provided for the department and is each person 
allowed sufficient space? —— Yes No 

Is it located in proper relationship to the department it works with most 
closely? —— Yes No 

Is the area air-conditioned for maximum working efficiency? 
— Yes No 

Has the area been sound-proofed? —— Yes 

Has proper illumination been provided? —— Yes — No 

Are communication facilities adequate? —— Yes — No 

Does paperwork flow in as straight a line as possible, with little back- 
tracking? Yes No 

Are working files placed close to users? Yes — No 

Have movable partitions and modular furniture been provided for a 
more flexible and efficient layout? —— Yes No 

Are proper colors being used? Yes No 

Is furniture standardized, comfortable, and serviceable? 
— Yes No 

Are employees who work together located near each other? 
—— Yes — No 

Has the best equipment available been purchased to reduce clerical 
time? —— Yes —— No 

Is the equipment adaptable? Yes — No 

Has equipment leasing been considered? —— Yes 


— No 


— No 


Procedures 


Have procedures which cause or involve paperwork been described in 
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DISPOSABLE 
PLASTIC 


CATHETERS 
by SEAMLESS 


Disposable plastic catheters by Seam- 
less are ready for immediate use—fac- 
tory sterilized and pyrogen free. Indi- 
vidually packaged for longer shelf-life 
in heat-sealed plastic containers, they 
will not crack or deteriorate. Catheters 
by Seamless are economically priced to 
be disposable for one-time use at mini- 
mum cost, or they may be sterilized 
and re-used for greater savings. 

Seamless offers a complete line of 
plastic tubing as well as catheters in 
all sizes. Ask your surgical supplies 
dealer for information on any of the 
following: Catheters—Tieman, Nelaton, 
Robinson, DeLee Infant Tracheal, 
Oropharyngeal, Whistle-Tip, Endo- 
tracheal anesthesia; Tubes —Oxygen, 
Suction, Levin, Premature Infant Feed- 
ing, Urinary Drainage. 
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NEW LAMINO 


PADS 


by SEAMLESS 


New Lamino pads afford the ideal bal- 
ance of cellulose for spreading drainage 
and high-grade cotton for greatest ab- 
sorbency. The new stitched gauze cov- 
ering provides a soft surface, yet is 
remarkably strong even when wet. 
This unique construction contains 
drainage, without puddling, more effi- 
ciently than with other pads, and sim- 
plifies handling after use. For moderate 
drainage, single Lamino pads, with 
nonabsorbent cotton to protect bed 
linens, can be used alone. For heavy 
drainage, several “all-absorbent” 
Lamino pads are recommended. 

Lamino pads are available in various 
sizes, or in rolls 8’’ x 20 yds. when pads 
of many different lengths are required. 
See your hospital supplies dealer about 
sizes and quantity prices. 
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written form for the guidance of personnel involved? —— Yes —— No 

Have paperwork procedures been flow charted? —— Yes -—— No 

Do procedures as actually performed deviate from prescribed instruc- 
tions? —— Yes — No 

Have the flow charts been used as tools in a work simplification program? 
—— Yes No 

Has provision been made for review of paperwork procedures? 
—— Yes No 

Are there uncalculated peak periods in workload which create overtime 
and backlogs? —— Yes — No 

Is work systematically scheduled? —— Yes — No 

Has the department work been costed so that reports are available show- 
ing the unit costs of each type of work? —— Yes —— No 

Are all procedures being performed by the proper employee at the proper 
place and time? Yes No 

Have you tried to compare your department methods and costs with 
other hospitals of similar size? Yes No 

Are all tasks in the department standardized and have they been re- 
checked recently? Yes No 

Can each step in the procedure be justified? ——- Yes —— No Have 
you tried to eliminate, simplify, combine, or change sequence? 
—— Yes No 

Has new equipment been considered? —— Yes — No 

Could some paperwork be done more economically by an outside firm? 
—— Yes No 

Do paperwork backlogs exist and are they recurring? —— Yes ——No 

Are paperwork backlogs due to a seasonal or periodic increase in work- 
load Yes —— No; insufficient manpower Yes —— No; in- 
proper use of manpower Yes —— No; improper workflow arrange- 
ment Yes No; equipment breakdown? Yes No 

Is one member of the department held accountable for research into 
better methods, procedures, forms, equipment, and techniques? 
—— Yes — No 
WO gg TO 
Records and Reports 


Ta ake ae 


Does the department have a record (form) retention schedule and does 
it make sense? Yes No 

Are the forms designed to eliminate unproductive motions—proper se- 
quence of information and tabular stops? Yes No 

Has the best possible writing method—machine or hand—been deter- 
mined? Yes No 

Are the forms designed to take advantage of standard sized sheets? 
—— Yes No 

Are all forms involved in an over-all system studied at one time for the 
possibility of combining or eliminating —— Yes — No 

Does every form have on it some type of routing instructions? 
—— Yes No 

Is every form numbered, all recurring information printed? 
—— Yes No 

Are files indexed, clearly labeled and contents lists kept current? 
—— Yes No 

Is information compiled in a manner most suitable for filing? 
—— Yes No 

Should permanent records be made on microfilm to conserve filling 
space? Yes — No 

Keeping in mind these rules: do not request information without a defi- 
nite use; place information in proper sequence for use; use minimum space 
needed; be consistent in terminology; use check marks wherever possi0le; 
use colored paper for different copies; have all forms been reviewed recenily? 

Yes No 

Is there a review of existing reports to determine: their necessity; extent 
of duplication; adequacy of content and format; usefulness; need for all 
copies being prepared; distribution; ultimate disposition; whether they are 
worth the cost in manhours required for their preparation, handling and vse? 

Yes No 

Is there review of proposed reports to: avoid whole or partial duplica’ ion 
of existing reports; determine necessity; appraise proposed frequency; de- 
termine adequacy of content and format; examine need for all copies pro- 
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posed; check proposed distribution; determine ultimate disposition; deter- 
mine whether they would be worth the cost in manhours required for their 
preparation, handling and use? Yes — No 


If continuing analysis does take place, does it actually result in: elimina- 
tion of the preparation of reports no longer needed; reduction in the prepara- 
tion of copies of reports; reduction in the number of items on reports; con- 
solidation, simplification, and standardization of reports; limitation of 
distribution of reports and copies to essential needs; prevention of new re- 
ports which would duplicate existing ones in whole or in part, or which 
would require excessive manhours in preparation, handling and use? 
— Yes —No 

Is there close coordination between reports management and forms 
management personnel? Yes No 

Is there control of one-time reports? Yes — No 

Do reports carry a form number and a reports control number? 
—— Yes — No 

Is a list of reports distributed to top hospital officials for periodic review? 
—— Yes — No 

Is there a central reports file to aid in the review and control of re- 
ports? Yes No 


Cost of Reports 


Has a study been made to determine what records are required solely for 
the preparation of reports —— Yes —— No; what such records cost in 
man-hours Yes — No; how many man-hours are required for 
preparation of recurring reports —— Yes — No; what feeder reports 
are required for the preparation of recurring reports —— Yes No; 
what such feeder reports cost in man-hours? —— Yes No 

Does the cost of a report (including records needed for preparation, feed- 
er reports required, and preparation) justify the report? Yes No 

Is the “management by exception” technique used in the reports? 
—— Yes — No 

Have you ever suspended all reports to find out how many were really 
missed? —— Yes — No 


Performance Standards 


Have work standards been developed for the X-Ray Department? 
—— Yes —— No; Are they in writing? —— Yes —— No; Are they 
used? —— Yes No 

Does each report have a required completion date? —— Yes —— No 
Is the date met? Yes © —— No; What action is taken to prevent late 
reports? —— Yes — No 

Are productivity records developed for the department personnel? 
— Yes — No 

Is an annual forecast made of expected workload? —— Yes 
Are the work standards used to develop “manning” charts? 

— Yes — No 

Is a check made on quality of work turned out by the department? 
—— Yes No 

Are the various controls developed by the department used throughout 
the organization? —— Yes ——No 


—— No; 


Appraisal of Results 


Are the objectives of the department appraised periodically? 
— Yes —No 
Are the standards of performance reviewed by the department manage- 
ment? —— Yes — No 
Are department progress reports furnished to top management? 
—— Yes — No 
Are statistics and charts used to clarify the progress reports? 
—— Yes — No 
Is an appraisal made of all department personnel at least once a year? 
—— Yes No 
Is the department organization reviewed at least once a year? 
—— Yes —No 
Are the procedures, records, and reports reviewed yearly? 
—— Yes — No 
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UL ORS 
IN QUALITY 
AND ECONOMY 





STOPPERLESS® 
WATER BOTTLES 


b SEAMLESS 


An original by Seamless. Still tops 
in quality, Stopperless is made for 
long-term economy second to none. 
To ensure long life the neck rubber 
is compounded daily—the neck 
clamp is made of stainless steel 
formed to permit easy loading of 
both water and ice. 

For simplicity of use, patient com- 
fort, plus the economy of long prod- 
uct life, order Stopperless Water 
Bottles by Seamless. Leading hos- 
pitals throughout the country do. 


HOSPITAL DIVISION 


THE SEAMLESS RUBBER COMPANY 


NEW HAVEN 3, CONN. 


For more information, use yellow postcard inside back cover. 75 





Volunteers Needed 


® PERSONAL CONTACT by members 
of voluntary organizations is the 
most effective means for recruit- 
ment of community volunteers for 
hospital service, but retention of 
volunteers depends primarily upon 
the hospital staff. 

These and many other conclu- 
sions based on the Veterans Ad- 
ministration’s 15-year, nationwide 
experience with hundreds of thou- 
sands of hospital volunteers are 
detailed in a new VA publication, 


“Recruitment and Retention of Vol- 
unteers for Service in VA Hos- 
pitals,” the report of a two-year 
study made by the VA Voluntary 
Service (VAVS) National Advisory 
Committee. 

The National VAVS Committee, 
composed of 44 national organiza- 
tions representing civic, service, 
religious, welfare, and _ fraternal 
groups, is the VA’s arm for volun- 
teer service to sick and disabled 
veterans in the agency’s 170 hos- 
pitals, 18 domiciliaries and in the 
community. 





CARDIAC ARREST 
CAN OCCUR 


IN Your HOSPITAL... 
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Rre- the possibility of Cardiac Arresi, whether on 


the operating table, during post-operative 
recovery, on the ward with Stokes-Adams 
patients, or in the Cardiac Catheterization Lab- 
oratory, Electrodyne presents proven* instru- 
ments that provide preventive detection of any 
Cardiac Arrhythmia and completely automatic 
treatment in cases of Cardiac Arrest. 


*Developed in conjunction with Paul M. Zoll, M.D. 


Other combinations and associated instruments 
available — Write for complete information. 


an 


Cardiac Alarm (Monitor) 
Model No. 54 — A visual 
and audible monitor which 
sounds alarm ot onset of 
Cardiac Arrest. 


Miniature All-Transist 
Portable Cardiac Pacemaker 
Model TR-3 





Electrodyne D-72 
External Defibrillator 


and Defibrillator 





Model No. 43 


Separate units of Pacemaker 
and Defibrillator also available. 
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ELECTRODYNE CO., INC.60 ENDICOTT STREET, NORWOOD, MASSACHUSETT: 


For more information, use yellow postcard inside back cover. 
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Newspaper and radio appeals, 
hospital programs and tours, and 
friends who are VA patients are 
also factors in influencing volun- 
teers to offer their services. The 
factor of most influence was the 
feeling on the part of the volun- 
teers that the hospital staff realiy 
wants their services. 

Other factors included pleasant 
associations, the feeling of making 
a needed contribution, full utiliza- 
tion by the staff of the voluntee:’s 
time and abilities and good staff 
supervision. 

Recognition of volunteers by 
length-of-service awards was con- 
sidered not nearly so important as 
pleasant association and the feeling 
of being needed. 

The two greatest obstacles to re- 
cruitment are lack of transportation 
and distance. 

Volunteer services of many more 
men could be used in VA hospitals 
in assignments such as radio re- 
pair, horticulture, photography and 
carpentry for which men are espe- 
cially suited. 

The hospitals also would welcome 
more volunteers under 21 and re- 
tired “senior citizens.” 

Large commercial, industrial, fra- 
ternal and religious organizations 
might be contacted so that their 
employees approaching retirement 
could be interested in service with 
the VAVS. 

Volunteers are needed in each of 
the following categories: recreation 
assistants, patient menu _ selection 
and feeding assistants, nurses’ 
aides, escorts for patients, perform- 
ing personal service for patients, 
such as shopping and letter writing, 
and library, occupational therapy, 
and motion picture projectionist as- 
sistants. J 


St. Peters Hospital 
for Stone 1860-1960 


Edited by Clifford Morson, O.B.E., F.R.CS. 
E & S Livingston LTD, Edinburgh and Len- 
don, 1960 pp 64 $5.00 


® A CENTENNIAL TRIBUTE to St. 
Peter’s Hospital for Stone, this brief 
history touches on the founding of 
St. Peter’s and the development of 
the nursing staff of the hospital. 
The main body of the report, how- 
ever, is a chronological who’s who 
of the deceased members of the 
medical staff. Portrait pictures of 
most of these members are includ: d 
with the brief descriptions. For rei- 
erence only. M.U. 4 
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How to Train Workers 


by David L. G. Jacobs 


Director of Training 
Presbyterian-St. Luke's Hospital 
Chicago, Illinois 


Part Il 
Prepare the Worker 
A. Put him at ease. 


1. Give him a friendly, warm re- 
ception. 

2. Know his name and know the 
correct pronunciation of it. 

3. Give him a warm hand-shake. 

4, Feel at ease and relaxed your- 
self. This will help to set the proper 
climate. 


B. Explain the job to him. 


1. Explain the purpose and func- 
tion of the department in the or- 
ganization. 

2. Tell him what the job title is. 

3. Explain the function of the job 
in the department. 

4. Find out what he already 
knows about the job (this is im- 
portant). It may be that he comes 
to you from another hospital where 
he has been doing the same type of 
work. If so, this will save you train- 
ing time. 

5. Explain the chances of wage 
increases or promotion. 

6. Show him where to hang his 
hat and coat. Tell him what the 
policy is on breaks and on lunch 
time or lunch periods or meal times. 


C. Get him interested in learning. 
Do this by stressing the impor- 
tance of the job. Explain completely 


For part | see page 89, October issue. 
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and fully the relationship between 
the job he does and the patient care, 
e.g., stress the importance of proper 
sterilization to provide effective pa- 
tient care. Indicate what might hap- 
pen to a patient if the equipment is 
not sterilized properly. 


D. Tell him about hospital’s policy 
on Safety. 


1. Give him your personal views 
on safety. 

2. Tell him and explain what the 
department’s safety recommenda- 
tions are. Go over these with him. 
Make sure he understands them. 
Stress the importance of obeying 
these recommendations. 


E. Explain hospital policy. 


1. Point out that its main assets 
are its people. 

2. Stress the aims of the hospital, 
mainly, that of providing the best 
possible patient care. 

3. Tie in his job with the needs of 
the patient. 

4, The extent to which one would 
explain hospital policy would, of 
course, depend upon the nature of 
the orientation that the employee 
has received. However, it does no 
harm to repeat some of the orien- 
tation content. 

Please turn to page 78 


Happenings 


’'Cross Country 


@ Those of you who have not paid 
your dues for 1960-61 period take 
heed. Final reminders are now going 
out. If you do not wish to be re- 
moved from the membership listing, 
send in your dues immediately. 
Those who do not send in member- 
ship dues will be cut from the list 
on November 15. If you wish to be 
reinstated later on, you will be clas- 
sified as a new member. You will be 
obliged to complete an application 
form as all new members must do. 
Unpaid members will be charged 
the full fee at the forthcoming in- 
stitute. 

Speaking about the institute—the 
announcements should be in your 
hands now. If you are planning to 
attend, it would be wise to make 
reservations early. We are obliged 
to limit the number of applicants 
and we know that you will not wish 
to be excluded. Incidentally, we are 
happy that so many of you have 
written to headquarters indicating 
your intention to attend. We are 
sorry that we could not take any 
applicants until our announcements 
had gone forth. Now, we will op- 
erate on a first-come first-served 
basis. Members of the Association 
will be given priority over non- 
members but only up to November 
5. We are looking forward to seeing 
you again this year. 

Sister M. Dolorosa, president of 
the Chicago local chapter, has re- 
signed her position with the group. 
Sister has been given the opportu- 
nity to continue her studies at St. 
Louis University and hopes to be- 
come an administrator in the not too 
distant future. We wish Sister all 
success and want her to know that 
she will be missed by all of us in 
the Association. Mary Yamazaki, 
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vice president of the Chicago chap- 
ter, will take over as president for 
the remainder of the term. 

Couldn’t help but compliment 
Esther Abbott, national secretary, 
on how artistically she wears her 
Association pin and that of her 
nursing school. Esther wears both 
of the pins at the same time, one 
just pinned above the other, on the 
left side of her uniform. Many in- 
quiries have been received on how 
a c.s. association member may wear 
both the nursing pin and that of the 
Association. So to answer all of you 
at once, take a leaf out of Esther’s 
fashion book. If you wish to be as- 
sured that this really does look chic, 
try both pins together as indicated 
above and see how many compli- 
ments you receive. 

We are disturbed to find that 
many of you wish to contribute to 
the newsletter but are not quite 
sure where to direct your inquiries. 
We promise to do better and have 
this clearly stated in each news- 
letter. But in the meantime just for 
the record here is our address: 

National Association of Central 

Service Personnel 

105 W. Adams Street 

Chicago 3, Illinois 

We are always happy to hear from 
you here at headquarters so send in 
any news that you may have. We 
promise to answer all inquiries as 
promptly as possible. 3) 





Dates To Remember! 


November 30, December 1 and 2, 
Institute for C. S., Chicago, Mor- 
rison Hotel. 


May 4 and 5, Annual Convention, 
Chicago. 


—— 





RNFORMATION = 








Where is the black silk thread — 
and hurry! 
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Jacobs 
Continued from page 77 


Present the Operation 
A. Take him out on the job. 


B. Tell, show and illustrate one 
important step at a time, remember- 
ing that we said an important step 
is a logical segment of the operation 
when something happens to advance 
the work. 


C. Stress each key point, recalling 
that a key point is something that 
can “make or break” the job. 


D. Instruct clearly, completely and 
patiently, but no more than he can 
master. 

Try-Out Performance 

A. Have him do the job. Stand by 
and correct errors as he does the 
job. 

B. Have him explain each key 
point to you as he does the job 
again. 


C. Make sure he understands. 


D. Continue this until you know 
that he knows. 


Follow-up 
A. Put him on his own. 


B. Designate to whom he goes for 
help. 


C. Check frequently. 
need further training?) 


(Will he 


D. Encourage questions. 


E. Taper off extra coaching and 
close-follow-up as warranted by the 
situation. 


F. Determine before the end of 
the probationary period whether 
this individual’s performance is up 
to standards and what his safety at- 
titude is. Answer the question as to 
whether or not you will keep this 
employee. 


Evaluation 


The acid test of all of this is the 
evaluation. The key to the whole 
training program is how well this 
employee is doing what is expected 
of him. Is he doing what should be 





done, in the way it should be done, 
and when it should be done? 

An effective training program is 
very important, particularly in a 
tight labor market. An effective 
training program will help to up- 
grade current skills. It will assist 
others to develop the needed skills. 
You will go a long way toward 
making the best use of your work 
force. It will help you to meet your 
job responsibilities. Remember, the 
question before you as a supervisor 
is not whether or not you should 
train employees. There is no ques- 
tion about this at all as people will 
learn regardless of whether you 
have a formal training program, an 
informal training program, or be- 
lieve you have no training program. 

The question before you as a su- 
pervisor is simply what is the most 
effective and efficient way of train- 
ing employees. How can you make 
certain that the employees know 
what they are supposed to do, know 
how they are supposed to do it, and 
know when they are supposed to do 
it? Because only then will they be 
able to meet the standards and ex- 
pectations set up for work perform- 
ance in the hospital and in your de- 
partment. Only then will you be 
able to help the hospital meet its 
aims or objectives, namely that of 
the best possible patient care. a 






What Is a Central Service 
Supervisor? 


by Mary Helen Anderson 


Little Company of Mary Hospital 
Evergreen Park, Illinois 


Manager 
Counsellor 
Advisor 
Specialist 
Perfectionist 
Research Analyst 
Safety Engineer 
Industrial Engineer 
Diplomat 

Author 

Mechanic 
Bookkeeper 
Purchasing Agent 
Storekeeper 
Humorist 
Recruiter 
Inventor 


Buffer 
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A Visit with ... 


Anno Michlowit; 


C. S. Supervisor 
Clara Maass Hospital 
Belleville, N. J. 


@ Ideally situated in suburban New 
Jersey, the Clara Maass Memorial 
Hospital, a new, modern institution, 
houses all the diagnostic and thera- 
peutic resources necessary for su- 
perior patient care. Upon entering 
the lobby, you are impressed by the 
practical layout of the interior, the 
soft music playing, and the courte- 
ous employees and volunteers who 
greet you. From the calm, efficient 
atmosphere which prevails, you 
immediately sense that the patient 
is in excellent hands. 

The separation of Central Service 
from the nursing department was 
made in 1957 when the Hospital 
moved from its Newark location to 
its beautiful, new facility in Belle- 
ville, N. J. Since it is a department 
in itself, rather than a division of 
Nursing Service, the Central Serv- 
ice Supervisor reports directly to 
Administration. Because of the very 
nature of its function and the va- 
riety of equipment available, Cen- 
tral Service now assumes many of 
the duties formerly handled by the 
individual departments and nursing 
units. 

In order to maintain the highest 
degree of efficiency in our opera- 
tions, we stringently adhere to three 
points: coordination, cooperation and 
communication! Full cooperation 
from the medical staff and the de- 
partment heads does much to insure 
the continuance of our efficiency. 
The engineering department pro- 
vides us with a superior preventa- 
tive maintenance program, and ma- 
jor breakdowns are practically non- 
existant. A weekly meeting with 
the purchasing agent discloses new 
developments or new items placed 
on the market which may be of 
value to Central Service. The labo- 
ratory runs daily sterility tests on 
items from our gas sterilizer and on 
pre-packaged, pre-sterilized items 
which are purchased. This constant 
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Everyone in the central service department of the Clara Maass 
Memorial Hospital looks busy indeed! Of course, the gentleman 
is Arno Michlowitz, the supervisor and member of the board of 


the NAHCSP. 


vigilance is but one of the precau- 
tions taken for the safety of the 
patient. 

Besides the standard equipment 
found in a Central Service Depart- 
ment, we have large and small 
automatic cycling steam autoclaves, 
a large hot air sterilizer, and a gas 
sterilizer. This gas sterilizer is a 
new innovation at Clara Maass and 
opens areas of sterilization not pos- 
sible in the past. Most of the clean- 
ing is done in our large ultrasonic 
cleaner; and in addition, we have a 
small incubator for testing spore 
ampules. Because of the variety of 
equipment available, almost any 
item used in the medical-surgical 
field can be sterilized, using the 
three methods of steam, hot air and 
gas. 

Central Service does not formu- 
late the procedures for the depart- 
ments and areas concerned. The 
department heads or chiefs of serv- 
ice submit, in writing, the proce- 
dures they wish followed. After 
discussion with them concerning 
feasibility and practicality, they be- 
come the working procedures and no 
deviation is permitted — nor are 
special set-ups for any individual 
person or department prepared. A 
complete pickup and delivery serv- 
ice is employed, and the dumb- 
waiters which operate on every 
floor are helpful in expediting this 
operation. In order to eliminate the 
problem of hoarding and the ne- 
cessity of lengthy requisition sheets, 
every nursing unit has a_ stock 
supply of routine items. Central 


Service checks this supply every 
day, including week ends, and re- 
plenishes it when needed so that a 
par level is always maintained. 
Items which are used with less 
frequency are ordered by requisi- 
tion. Our department does use dis- 
posable products, but only if they 
prove more practical and economi- 
cal—and only after thorough 
sterility tests have been performed. 

Although there are no graduate 
nurses employed in our Central 
Service Department, student nurses 
are assigned to us for a period of 
one week to acquire the knowledge 
of proper technique. 

Through thorough planning we 
are able to run our department on 
one extended shift. Since Central 
Service also handles the oxygen and 
orthopedic service, our employees 
must be trained to handle a large 
variety of diversified procedures. 
They are classified according to 
their particular abilities; and, in 
time, will be accorded the title of 
technician. 

Special mention should be made 
of the large group of loyal volun- 
teers who assist in our department 
each day. They are of invaluable 
aid in relieving our employees of 
much of the routine work. In addi- 
tion, a number of individual groups 
do work outside the hospital to 
assure adequate stock supplies. 

We know that “service” is our 
business, and we constantly en- 
deavor to maintain the highest de- 
gree of service to the hospital and 
to the patient. = 
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I nould like to know .. . 


Processing of Gloves 


Is it possible to lessen the time in- 
volved in processing gloves? 


Our gloves are washed and dried 
in the laundry thus eliminating 
hours of time and labor involved in 
central service. In addition, no ad- 
ditional machinery or personnel 
were required in the laundry. 


Cleaning of Needles 


What procedures do you use to clean 
needles? 


We have used the following pro- 
cedure and found it to be quite 
effective: 


Suggestion of the Month 


by Mabel Hartley 


Erie, Pennsylvania 














1) Each hub is cleaned with Bon 
Ami; 

2) The needle is syringed with a 
detergent and then placed on a ma- 
chine and rinsed with hot tap water 
and distilled water; 

3) All stuck and bloody needles 
are put into a peroxide solution. 


Hot Wet Dressings 


What procedures do you recommend 
for hot wet dressings? 


There is an electric unit that can 
now be purchased from a supply 
house. It has three plastic parts de- 
signed to fit an eye, a leg or an arm. 
A small unit is filled with distilled 
water which fills the plastic part. 


i 


4 The Elusive Oxygen Wrench 


The problem of keeping wrenches 
available for use on oxygen tanks 
is undoubtedly common to many. 

Wrenches can be purchased for 
comparatively small amounts of 
money but the big question is how 
to hang on to them? Nothing can 
waste more time or fray more tem- 
pers than the frantic search for the 
wrench that “nobody has seen.” 

Through the cooperation of our 
engineering department the prob- 
lem has been satisfactorily solved 
in this hospital by attaching 30” of 
ordinary sink stopper chain to the 
wrench, with a 12” loop at the 
other end. 

The chain is welded on to the 
middle of the straight double-ended 
wrench and for the monkey wrench 
a hole is drilled through the end 
and the chain attached to it. 

When an oxygen tank is to be 
used, the loop end is slipped over 
the regulator attachment end, then 
when the regulator is attached and 
the wrench used to tighten the nut, 
the wrench cannot be removed be- 
cause the loop is too small to slip 
over the gauge end of the regulator, 
therefore remains available until 


The right temperatures can be reg- 
ulated by a small dial and the unit 
is heated by electricity. This unit 
keeps wet dressings hot for an in- 
definite period. It saves time and 
wasted steps. 


Storing of Reference Material 


How does one file the many bro- 
chures and pamphlets received from 
the numerous supply houses? 


I have found it takes many file 
folders or similar holders to store 
this information. I categorize the 
brochures according to items of in- 
terest and have asked the x-ray 
department to save the boxes their 
film sheets are packaged in. These 
are labeled and stand firm in a 
book case. An example of this is a 
label entitled “suction equipment.” 
All information pertaining to suc- 
tion is filed in this box. 


the oxygen therapy is discontinued 
and the regulator removed. 

This system necessitates the pro- 
vision of a wrench with each tank 
in use, but the initial output will 
be compensated by no further “loss” 
of wrenches. 8 





| WE NEED YOUR HELP! 


We would like to make some 
comparisons of staffing in cen- 
tral supply departments. We 
would appreciate answers from 
you on the following: 

1. Bed capacity of hospital. 

2. Hours central service is open. 
3. Nurses employed in your de- 
partment (practical or R.N.) 
4. Number of aides, sterilizing 
orderlies. 

Replies should be directed to 
National Association of Hos- 
pital Central Service Personnel, 
105 W. Adams Street, Chicago 
3, Illinois. 
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NATIONAL ASSOCIATION OF HOSPITAL PURCHASING AGENTS 


Mrs. Orpha Daly Mohr 

Secretary-treasurer 

National Association of Hospital Purchasing Agenis 
Chicago Wesley Memorial Hospital 

250 East Superior Street 

Chicago II, Illinois 


Left to Right: President Taylor and 
immediate Past President Grapp. 


Dear Members and Friends of the National Association of 
Hospital Purchasing Agents: I know you will be pleased to hear that 
our Annual Meeting, held in San Francisco September lst and 2nd, 
was an outstanding success. 

A milestone in progress because Purchasing people from many 
parts of the United States and Canada met and exchanged ideas, in- 
formation and answers to their particular problems. It is indeed a 
great source of satisfaction to the Officers and Members of our 
Association to see so many people in our field take an active part 
in the panel discussions and the Purchasing Clinic. 

Despite the fact that our time was limited, one could sense 
a feeling of accomplishment and assurance that the objective of the 
National Association of Hospital Purchasing Agents was the vehicle 
by which all in the Hospital Purchasing field could obtain rightful 
recognition of their standing on the hospital team. 

Hospitals today rank fourth in the Nation's industrial system. 
We, as individuals in this field, must grow also. As our Association 
grows, so grow the benefits it can bestow. Contact a colleague today! 
Only a strong membership can truly represent the basic aim of all 
Hospital Purchasing "Better Patient Care". 


Clarke D. Taylor 
President 


Purchasing Agent 

Mount Zion Hospital and 
Medical Center 

1600 Divisadero Street 

San Francisco, California 
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The National Association of Hospital Purchasing Agents Annual Banquet 


National Association of Hospital Purchasing Agents Officers: 


President: Clarke D. Taylor 
Purchasing Agent 
Mount Zion Hospital & Medical Center 
1600 Divisadero Street 
San Francisco, Calif. 


President-Elect: Rod A. Clelland 
Business Manager 
Arizona State Hospital 
2500 East Van Buren 


Phoenix, Ariz. 


Association of Western Hospitals — District 1. 


Comprised of Alaska, Arizona, California, Hawaii, 
Idaho, New Mexico, Nevada, Oregon, Utah and Wash- 
ington. 

District Vice President: Howard M. Roach, Purchasing 
Agent, Seaside Memorial Hospital, Long Beach, Calif. 


National Director (Arizona): Joseph Coppa, Manager, 
Mohave General Hospital, Kingman, Ariz. 
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National Director (Hawaii): Ed F. Moran, Purchasing 
Agent, St. Francis Hospital, 2260 Liliba Street, Hono- 
lulu, Hawaii. 

National Director (Oregon): Harvey Lazelle, Purchas- 
ing Agent, Morningside Hospital, 10008 Southeast Stark, 
Portland, Ore. 

National Director (Washington): Richard S. Mohrman, 
Purchasing Agent, The Swedish Hospital, 1212 Colum- 
bia Street, Seattle, Wash. 
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Midwest Hospital Association — District 2. 


Comprised of Arkansas, Colorado, Kansas, Missouri, 
Nebraska and Oklahoma. 

District Vice President: Frank W. Duran, Assistant to 
Administrator, Hillcrest Medical Center, Tulsa, Okla. 
National Director (Nebraska): John E. Nelson, Pur- 
chasing Agent, Immanuel Deaconess Institute, 34th & 
Fowler Avenues, Omaha, Neb. 

National Director (Oklahoma): Gene D. Burton, Pur- 
chasing Agent, Oklahoma Medical Research Foundation, 
Oklahoma City, Okla. 


Upper Midwest Hospital Association — District 3. 


Comprised of Iowa, Minnesota, Montana, North Dakota, 
and South Dakota. 

District Vice President: Eugene H. Bradley, Purchasing 
Agent, Mount Sinai Hospital, 737 E. 22nd St., Minne- 
apolis, Minn. 

National Director (Minnesota): Harold J. Knevel, Pur- 
chasing Agent, St. Cloud Hospital, 1406 Sixth Avenue, 
North, St. Cloud, Minn. 

National Director (Minnesota): Mrs. Edna Hartland, 
Purchasing Agent, General Hospital, Minneapolis, Minn. 
National Director (North Dakota): Alice Bohrer, Pur- 
chasing Agent, St. Alexius Hospital, Bismarck, North 
Dakota. 

National Director (South Dakota): Ralph H. Heidbrink, 
Chief-Supply Division, Royal C. Johnson Veterans Ad- 
ministration Center, Sioux Falls, South Dakota. 


Tri-State and Local — District 4. 


Comprised of Illinois, Indiana, Michigan and Wisconsin. 
District Vice President: Martin Mix, Purchasing Agent, 
Henry Ford Hospital, 2799 West Grand Boulevard, De- 
troit, Mich. 

National Director (Illinois): Allen Jacobson, Purchas- 
ing Agent, Mount Sinai Hospital, 2750 West 15th Place, 
Chicago, II]. 

National Director (Illinois — not including Chicago): 
Edward C. Holt, Purchasing Agent, Pekin Public Hos- 
pital, 1317 Park Avenue, Pekin, II]. 

National Director (Indiana): Mrs. Beulah Evans, Pur- 
chasing Agent, Protestant Deaconess Hospital, Evans- 
ville, Ind. 

National Director (Michigan): Howard J. Fanning, 
Purchasing Agent, University of Michigan Medical 
Center, 1313 E. Ann Street, Ann Arbor, Mich. 

National Director (Wisconsin): Lois Contretras, Pur- 
chasing Agent, St. Luke’s Hospital, West Oklahoma 
Avenue, Milwaukee, Wisc. 


Ohio and Kentucky Conference — District 5. 


District Vice President: Richard E. Meriwether, Admin- 
istrator, Western State Hospital, Hopkinsville, Ky. 
National Director (Ohio): K. A. Plagman, Director of 
Purchases, St. Vincent Charity Hospital, 2222 Central 
Avenue, Cleveland, Ohio. 


Carolinas and Virginia Conference — District 6. 


Comprised of North Carolina, South Carolina, Virginia 
and West Virginia. 

District Vice President: John R. Crossman, Purchasing 
Agent, Leigh Memorial Hospital, Inc., Norfolk, Va. 
National Director (North Carolina): Sidney Barker, 
Purchasing Agent, Gravely Sanitarium, Chapel Hill, 
N. C. 
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Southeast Hospital Conference — District 7. 


Comprised of Alabama, Florida, Georgia, Louisiana, 
Mississippi and Tennessee. 

District Vice President: Mrs. Everline Hails, Purchasing 
Agent, St. Vincent’s Hospital, 2701 Ninth Court, South 
Birmingham 5, Ala. 

National Director (Florida): Robert C. Harrison, Pur- 
chasing Agent, Baptist Memorial Hospital, 800 Miami 
Road, Jacksonville, Fla. 

National Director (Tennessee): Bruce S. Hawley, As- 
sistant Business Manager, Vanderbilt University, Nash- 
ville, Tenn. 


Texas Hospital Association — District 8. 

District Vice President: A. L. Rankin, Purchasing Agent, 
The University of Texas Medical Branch, Galveston, 
Texas. 


Maryland-District of Columbia-Delaware Hospital 
Association — District 9. 


(No appointments as yet) 
Middle Atlantic Hospital Association — District 10. 


Comprised of New Jersey, New York and Pennsylvania. 
District Vice President: Andrew A. Miller, 10 Lebanon 
Road, Scarsdale, N. Y. 

National Director (New York): Richard D. Alden, Pur- 
chasing Agent, Binghamton City Hospital, Mitchell & 
Park Avenues, Binghamton, N. Y. 

National Director (New Jersey): Carolyn R. O’Connor, 
Purchasing Agent, St. Barnabas Medical Center, New- 
ark, N. J. 


New England Hospital Association — District 11. 


Comprised of Connecticut, Maine, Massachusetts, New 
Hampshire, Rhode Island, and Vermont. 

District Vice President: Mr. W. Clifford Fisher, Pur- 
chasing Agent, New England Deaconess Hospital, 16 
Deaconess Road, Boston, Mass. 

National Director (Connecticut): David Burack, Pur- 
chasing Agent, Mount Sinai Hospital, 500 Blue Hills 
Avenue, Hartford, Conn. 

National Director (Maine): Sister Mary Johnette, Pur- 
chasing Agent, Mercy Hospital, 144 State Street, Port- 
land 3, Me. 

National Director (Massachusetts): Joseph Hill, Pur- 
chasing Agent, Massachusetts General Hospital, Fruit 
Street, Boston, Mass. 


Canada Hospital Association — District 12. 


District Vice President: R. A. Sammons, Purchasing 
Agent, Winnipeg General Hospital, 700 Williams Ave- 
nue, Winnipeg, Manitoba, Canada. 

National Director (British Columbia): John Syme, 
Purchasing Agent, Royal Jubilee Hospital, 1900 Fort 
Street, Victoria, British Columbia. 

National Director (Winnipeg): Stella Jansen, Purchas- 
ing Agent, Children’s Hospital, 685 Berrnatyne, Winni- 
peg 3, Manitoba. 


National Director (New Brunswick): Harold C. Burden, 
Purchasing Agent, Victoria Public Hospital, Woodstock 
Road, Fredericton, New Brunswick. 

National Director (Toronto): George E. Miller, Pur- 
chasing Agent, National Sanitarium Association, 223 
College Street, Toronto, Ontario. 
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Permission to reprint this Column 
each month for the National Associ- 
ation of Hospital Purchasing Agents 
was granted by Mr. Frank M. Rhat- 
igan, secretary of the American 
Surgical Trade Association. 








QUESTION: Do you have any in- 
formation on a_ coin-operated 
blood pressure apparatus? 
ANSWER: One is manufactured by 
Orleans Electronic Corp., 161 E. 
Monroe St., Orleans, Indiana. 


QUESTION: From whom is a Chit- 
endon-Hill rectal retractor avail- 
able? 

ANSWER: Geo. P. Pilling & Son Co., 
3451 Walnut St., Philadelphia 4, 
Pa.; and a similar one is made by 
J. Sklar Mfg. Co., 38-04 Woodside 
Ave., Long Island City 4, N.Y. 


QUESTION: Does anyone make a 
needle 27 gauge x 31%? 

ANSWER: Can be made up on special 
order by Hypo Surgical Supply 
Corporation, 11 Mercer St., New 
York, N.Y.; Randall Faichney Cor- 
poration, 299 Marginal St., Boston 
28, Mass.: the Niro Co., 280 W. State 
St., Westport, Conn.; and the Vita 
Needle Co., Needham 92, Mass.; 
and is also made by Shrimpton & 
Fletcher Ltd., Redditch, England. 


QUESTION: Who makes Aligex, 
an aerosol spray for removing 
house dust in air? 

ANSWER: Allergex, which is made 
by Hollister-Stier Laboratories, 2030 
Wilshire Blvd., Los Angeles 57, 
Calif. 


QUESTION: Please identify Fast 
Trac for us. Who makes it? 
ANSWER: An adhesive traction band- 
age made by Zimmer Mfg. Co. of 
Warsaw, Ind. 
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QUESTION: Who is the manufac- 
turer of a cold sterilizing agent 
known as Staphine? 

ANSWER: Vestal, Inc., 4963 Man- 
chester Ave., St. Louis, Mo. makes 
Staphene, which is no doubt the 
product in question. 


QUESTION: Our order for South- 
ey leech tubes addressed to the 
Briggs Company, 82 Waterman 
St., Providence, R. I. has been 
returned. Do you have the pres- 
ent address of this company? 
ANSWER: Orders should be addressed 
to Briggs Co., c/o Dr. Clifton Leech, 
808 N.E. 20th Ave., Ft. Lauderdale, 
Fla. 


QUESTION: We would like to 
know the source of supply for 
the Koeppe or Goldman gonio- 
scope. 

ANSWER: Cuepper Gonioscope made 
by Oculus Optikgerate GmbH, 
Dutenhofen ower Wetzlar, East Ger- 
many and is sold in West Germany 
by Gerhard Wagner, Hohenzollern- 
damm 2, Berlin 15, W. Germany. The 
Goldman is made by Firma Haag- 
Streit, Hess St. 27, Liebefeld-Bern, 


Switzerland. 


QUESTIONS Advise us the name 
of the manufacturer of the 
Spring Algesimeter, which is a 
pin type instrument to measure 
pain perception. 

ANSWER: The Aly type with retract- 
able stainless steel point and camel- 
hair brush in nickel-plated holder 
is made by Eschmann Brothers and 
Walsh Limited, 22-25 Bartholomew, 
Old Street, London, E.C.1, England. 


QUESTION: We need information 
concerning a postoperative alec- 
tasis device developed at Univer- 
sity of Rochester. 

ANSWER: Dead-space_rebreathing 
tube for prevention of atelectasis 
and mouthpiece for use with the 
tube, known as Dale-Schwartz Re- 
breathing Tube and Mouthpiece, 


(Drs. Dale and Schwartz are Roch- 
ester, N. Y., physicians) made by 
Davol Rubber Co., Providence, R.I, 


QUESTION: Advise source of sup- 
ply for Kay-dette bell holder. 
ANSWER: Kadet Engineering Co., 
1457 Thome Ave., Chicago 26, Illi- 
nois and 22 Amelia Ave., Livingston, 
N.J. 


The following questions with an- 
swers appeared in previous is- 
sues, and appear here with addi- 
tional information § since re- 
ceived. 


QUESTION: Advise us name of 
manufacturer of Vaporite brush 
pens, black. 

ANSWER: Made by Vaporite Pen & 
Ink Company Division of Lanak- 
Roehl Manufacturing Co., 2831 Sec- 
ond Ave. South, Minneapolis 8, 
Minn. and one of the distributors of 
the product is the Time Saving 
Specialties Co., 2920 Bryant Ave. 
South, Minneapolis 8, Minn. 


QUESTION: Who makes a CO, 
breath analyzer? 

ANSWER: The Godart Capnograph, 
which is a CO: Breath Analyzer, is 
distributed by Instrumentation As- 
sociates, Inc., 17 W. 60th St., New 
York 23, N.Y. 


QUESTION: Advise if you know 
who makes Endarterectomy loop 
sets. 

ANSWER: Cannon Enderterectomy 
Loops can be obtained from Surgi- 
cal Instrument Service, 7603 Mel- 
rose Ave., Los Angeles 46, Cali- 
fornia, and The Lawton Co., 425—_ 
4th Ave., New York 16, N.Y. make 


a set known as “Wylies.” 


QUESTION: Advise who makes or 
distributes a stainless steel band- 
age scissors with one open loop. 
ANSWER: Almedic Co., Montreal 29, 
Que., Canada. 
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Twinpakt Sponges are guaranteed sterile. This guarantee has real meaning 
because packages are sealed by a drug fold, which has always been accepted as 
the one, sure germ-free closure. 


4 Opening the TWINPAKT package is simple and practical — one continuous 
4 tearing motion exposes the sponges on their sterile field (no gadgets or trick seals). 


The staggered arrangement of the sponges in the package is highly practical 
too, allowing easy removal of sponges one at a time with forcep or hemostat 
(another Marsales exclusive). Also available in 4” x 3”. 


We will send samples of these new, time and money-saving 
TWINPAKT sterile sponges on request to Dept. MH 4. 





+ marsales Co.,... 


DIVISION OF HERMITAGE COTTON MILLS 


NOVEMBER, 1960 For more information, use yellow postcard inside back cover. 


“serving hospitals exclusively” 


62 WORTH STREET » NEW YORK 13, N. Y. 
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New Way to 
Stop Faucet Leaks! 


% 9-in-10 washers are fastened with T00 
LONG or SHORT SCREWS thus loosen and 
destroy themselves. Leaks quickly follow! 


34 YEARS OF RESEARCH 
REVEALS NEW SOLUTION 


%& New, patented ‘Sexauer’ SELF-LOCK screws 
have imbedded expanding NYLON PLUG. 
They lock at required depth AUTOMATI- 
CALLY, hold washers firmly! Made of MONEL, 
they are rustproof, non-corroding. Heads 
can’t twist off. Screw slots can't distort. 


¥& NEW, improved ‘Sexauer’ EASY-TITE faucet 
washers are made of super-tough, pliable 
du Pont compound (not rubber or fibre). 
Reinforced, like a tire, with a vulcanized 
layer of Fiberglas, they resist distortion 
and splitting from shut-off grind and 
squeeze. 


% Faucet leaks repaired with ‘Sexauer’ EASY- 
TITE washers and SELF-LOCK screws out- 
‘last ordinary repairs “6-to-1"! 


HIDDEN COSTS OF FAUCET LEAKS! 


Hackensack, N.J. Water Co. and Ameri- 
can Gas Association figures prove stopping 
just ONE PIN-HOLE SIZE (1/32”) LEAK 
saves you 8,000 gal. water quarterly. A HOT 
WATER FAUCET LEAK repair saves you 
over $7.58 QUARTERLY in fuel and water 
bills. Fewer leaks also produce important 
savings on MATERIALS, LABOR and 
COSTLY FIXTURE REPLACEMENTS! 


A ‘Sexauer’ Technician will make avail- 
able our NEW Catalog, Edition “J”, listing 
our entire line of over 3,000 TRIPLE-WEAR 
plumbing repair parts and tools. He will 
survey your fixtures, determine the repair 
parts needed and establish 
an efficient stock arrange- 
ment and control to prevent 
costly overstocking or 
shortages. You get this 
service without obligation. 

Act now! 


J. A. Sexauer Mfg. Co., Inc., Dept. AF 110 
2503-05 Third Ave., New York 51, N. Y. 


Please send me a copy of your Catalog *‘J” 
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Business 


Gifts 


the problem . . . some solutions 


by Lynne Reade 


T hirteen school principals in a 
New York suburb decided to put 
an end to too much of a good thing. 
“Apples for the teacher” has long 
been a tradition, but schoolchildren 
were giving instructors presents 
which bore no resemblance to the 
original fruit. 

The following letter was issued to 
parents: “In the last few years, the 
monetary value of gifts to teachers 
by pupils has increased to a point 
where a problem has been created 

. it is our feeling that children 
should not be subjected to competi- 
tion in the presentation of gifts to 
teachers.” The competition came to 
an end. 

Much the same problem occurs in 
industry. Business gifts between 
employees of different companies 
are of real concern to management, 
but it is not usually practical to is- 
sue such an ultimatum as the prin- 
cipals did. Good public relations 
must be maintained, custom must be 
followed and, most important, sales 
must be made. The thinking is that 
judicious gifts might make the dif- 
ference—but where should the line 
be drawn? 

Business gifts have reached un- 
reasonable proportions—particularly 
at Christmas-time, but also through- 
out the year. One talkative wife re- 
calls $50.00 clothing certificates 
which her oil-engineer husband re- 
ceived each year from someone who 
dealt with his company. The chil- 


Reprinted by permission from "The Office 
Economist" copyrighted 1959, Art Metal 
Construction Company, New York, New 
York. 





ADJUST LIGHT TO 
ANY BED HEIGHT 
With this... 
Nightingale 

Floor Lamp 


Model No. 406A 
Approved by 
Underwriters’ 
Laboratories, Ine, 


VARIABLE 
HEIGHT 
Adjustment 


This versatile lamp has same height 
adjustment as a Variable-Height Bed 
—treflector is always just the right 
position for patient. Convenient 
plug-in receptacle, 714 watt night 
light and switches always at mattress 
level. Bulb shield provides soothing, 
reflected light, for reading or indi- 
rect illumination. Ventilated reflector 
rotates full 360 degrees, will not 
twist or break wires. 


100 E. Mason St. 
Milwaukee 2, Wis. 
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dren were never forgotten either. 
Their gifts were not inexpensive 
trinkets but included such things as 
portable radios. 

In a department store, it was a 
woman buyer who made the big 
hauls. One fancy sweater which she 
exchanged because it was too big 
cost $90! Other gifts, obtained strict- 
ly for business favors, retailed at 
over $300 each. 








Awright, then, gimme back that 
ballpoint pen we sent you last 
Christmas! 


A supervisor, in a position to do 
many favors, practically had to move 
out of his home during the holidays. 
A visitor remarked that his place 
looked like a combination delica- 
tessen and discount house with so 
many business gifts on display in- 
cluding liquor, hams, hors d’oeuvres, 
cheeses, silver serving bowls, cock- 
tail shakers, brandy snifters and 
various small appliances. At least 
this supervisor had the generosity 
to throw a huge open house party 
to help diminish his supply of 
goodies. 

Even the staid State Department 
counts gift receipts among its many 
headaches. In 1957, the Department 


those of insignificant monetary value 
such as photographs could not be 
kept. 

The crux of this business problem 
is that gifts from personnel of one 
company are not given indiscrim- 
inately to personnel of another com- 
pany. They are usually given to 
people in a position to do some good 
for the donecr. This is never stated or 
implied—otherwise the “gift” would 
border on a bribe. But is there such 
a thing as a subconscious bribe? Can 


a gift of appreciable size be re- 
ceived without some loss of im- 
partiality by the recipient? 

A shop supervisor responsible for 
$100,000 worth of orders a year re- 
ceives more liquor each Christmas 
than he can possibly drink. He 
knows that he personally can not be 
“bought,” but recognizes that some- 
one else in his position might be in- 
fluenced. He objects to business gifts 
for another reason—he resents be- 
ing put in the position of accepting 





New Technic in Surgical Asepsis... 


Motion picture now available showing the technic for 
isolating the operative wound from the patient’s own skin 
in a wide variety of surgical procedures. 





Color 
Sound 

17 minutes 
16 mm. 


This film demonstrates 

both the concept and 
the means of achieving 
more stringent asepsis. 


Suitable for all groups: 
O.R. nurses, interns, 
residents, complete 
surgical staff, hospital 
staff, Infections 
Control 

Committees. 





was in an uproar about gifts given 
by King Saud of Saudi Arabia dur- 
ing his visit to the United States. At 
first the gifts were allowed, but this 
decision was reversed and the gifts 
had to be turned in to Protocol to 
decide their ultimate destination. 
After this incident, the ruling went 
out to Department personnel at 
home and to American foreign serv- 
ice officers that any gifts except 


Premiered on the 

scientific program. of the 

: Clinical Meeting of the 
American Medical Association, December, 
1959. Approved for inclusion on 

the American College of Surgeons’ 

list of approved films. 





To schedule a showing, send requests to the Aeroplast Corporation, Station A—Box 1, 
Dayton 3, Ohio. Please mention a preferred and an alternate date. Would you also like 
to show a 16 mm., color and sound, film on the use of spray-on plastic surgical dressing? 
This is available for showing with the above film, or separately, if you prefer. 
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unwanted favors. He has actually 
tried to turn down gifts but has had 
them literally forced on him to the 
point that it seemed foolish to resist. 

Another complicating factor in 
this man’s case is that the gifts 
cause friction among the men who 
work under him. They feel that 
something should be given them, too, 
and some have gone so far as to ask 
the cheer-spreading salesemen for 
their cut. 

It is a touchy situation. Three na- 
tional organizations whose em- 


ployees number in the hundreds of 
thousands have commented on the 
problem. They asked not to be iden- 
tified to avoid possible misunder- 
standing by their own suppliers. 

The first states: “Yes, we con- 
sider gift-giving and gift-receiving 
something to be concerned about. It 
is our sincere hope that all gift- 
giving and receiving on the part of 
our employees be limited to adver- 
tising matter or other similar mer- 
chandise representing the supplier’s 
product. 





make everybody happy! 


People who USE them 


love their luxury-touch—soft, fluffy, super-absorbent 


People who BUY them 


appreciate their serviceability 


count on them for long wear 


Your linen source can supply you with all these fine Dundee products: 
HUCK AND TURKISH TOWELS AND BATH MATS (both plain and name woven) 


* CABINET TOWELING « 
NAPKINS CORDED NAPKINS 


reed 
. 


FLANNELETTES * DIAPERS + 


DAMASK TABLE TOPS AND 


DUNFAST ALL-PURPOSE COTTON FABRICS 


re DUNDEE MILLS INC., 
‘ , i 


For more information, use yellow postcard inside back cover. 





“We consider it unwise for our 
employees to accept gifts of an ap- 
preciable money value. On a num- 
ber of occasions we have asked em- 
ployees to return the gifts. 

“We realize that this moderate 
approach is difficult to administer, 
but on the other hand we feel that 
most of our employees have a {full 
understanding of this policy. We 
certainly hesitate to condemn:an ex- 
pression of cordiality between our 
employees and customers or sup- 
pliers.” 

The second says: “Practices vary 
considerably among different com- 
pany divisions. Some people with 
major sales responsibilities have felt 
it desirable to send Christmas gifts, 
and although this practice has not 
been encouraged, neither has an 
outright ban been placed upon it. As 
a general rule, gift giving except in 
selected cases has been frowned 
upon. Such gifts as have been sent 
have not been expensive ones, and 
the recipients (mainly major cus- 
tomers) have been people with 
whom the sender has had a close 
personal relationship. In some cases, 
lists of proposed recipients must be 
submitted for approval. 

“Most divisions permit acceptance 
of small items at Christmas time al- 
though this is being discouraged. 
One division sent letters to suppli- 
ers stating that employees are not 
permitted to receive gifts, and that 
any which may be received will be 
returned. This division has a clear 
cut and written policy on the re- 
ceipts of gifts. Elsewhere in the 
company, written policies do not 
prevail, although word of mouth 
discouragement is given on both 
giving and receiving.” 

The reply from the third organ- 
ization quotes from a company pol- 
icy letter on standards of conduct in 
business relationships: 

“The manner in which company 
employees conduct themselves in 
their business relationships becomes 
a part of the reputation of the com- 
pany itself. Accordingly, it is com- 
pany policy that employees be 
guided by the highest standards of 
conduct in their business and social 
relationships and that they avoid 
any circumstances that might arouse 
suspicion of unethical business prac- 
tices, or tend to embarrass them or 
the company. 

“Tt is not our intent to bar normal 
social relationships. However, em- 
ployees are expected to exercise 
good judgment in the acceptance of 
any form of gratuity from outside 
business organizations and to avoid 
situations in which their conduct 
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might cast doubt on their ability to 
act at all times in the best interests 
of the company.” 

Permission has been given to 
quote the following: “General Elec- 
tric Company does not have an 
overall policy concerning the ac- 
ceptance of gifts by employees be- 
cause it has decentralized its op- 
erations and has delegated the au- 
thority to its Operating Departments 
to act independently on such policy 
matters. In the main, the various 
local policies stem from the follow- 
ing premise: 

“Every purchasing employee has 
a fundamental obligation to act sole- 
ly in the interest of the Company. 
The acceptance of gifts or favors 
from outsiders or outside organiza- 
tions may tend to obligate an em- 
ployee and thus interfere with the 
performance of the fundamental ob- 
ligation to the Company.” 

“In this connection it is believed 
that every employee should cour- 
teously decline or return any gifts 
or favors offered or sent to him by 
any outsider if such a gift or favor is 
of a kind which might be expected 
to influence his conduct.” 

In any case, an employee who is 
in doubt as to how a gift or favor 
should be treated is advised to con- 
sult his supervisor. 

The above premise is interpreted 
by some departments as a gift or 
favor above nominal value that 
might be expected to influence the 
purchaser’s conduct. A nominal gift 
or favor would be one in the nature 
of pens, pencils, ashtrays, etc., that 
bear the outsiders’ name. Also, such 
things as a basket of fruit, box of 
cheese, or similar articles are con- 
sidered acceptable. In this connec- 
tion, it is assumed that the outside 
organization has purchased such 
items on a volume basis. Some de- 
partments limit the acceptable gifts 
to items having a value of less than 
$15.00. 

A practice that seems to be grow- 
ing in various business concerns is 
to take the amount of money that 
would ordinarily be spent for gifts 
for customers and donate it to var- 
ious charitable organizations. The 
money is given in the name of the 
customer, and the donating firm 
sends a letter along with a receipt 
from the charity to the person who 
would have received the gift. This 
practice is believed by many to be 
more satisfactory since it avoids the 
possibility of undue influence. 

Still another practice gaining 
favorable acceptance among various 
firms is to establish scholarships in 
the amount which they would or- 
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dinarily spend on Christmas gifts to 
customers. This practice, like the 
one just mentioned, lessens the pos- 
sibility of undue influence and pro- 
vides an assist to students who wish 
to further their education and lack 
necessary funds to do so. 

Perhaps the solution to most of the 
problems created by gifts in indus- 
try lies in donating “gift money” to 
charitable causes. The idea is be- 
ginning to take hold, and this type 
of gift is applicable to both large 
and small organizations. 





Richard A. Munnecke, president 
of Calar Chemical Company, in 
Pasadena, California, decided to give 
the Boys’ Club of that city a valu- 
able piece of shop equipment. He 
said, “We were searching for some- 
thing a little out of the ordinary to 
send our customers this year. We 
felt they would enjoy participating 
in this gift as much as anything we 
could give them individually. 

“Although we are a relatively 
small company with approximately 
25 employees, our customers num- 




















Specify ‘‘Strength of Steel’’ 


Perm:-A-Lator 
WIRE Insulators 


Wear tests prove Perm-A-Lator “Strength 
of Steel’? Wire Insulators last 214 times 
longer than ordinary insulators. Comfort 
tests prove Perm-A-Lators keep padding 
out of springs permanently—never any 
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ber almost 4,000. Nearly all of our 
customers are contacted at regular, 
frequent intervals. Obviously a 
Christmas gift to each customer 
would involve a very large sum 
even though individual gifts were 
small in value. 

“Of course, there is also the prob- 
lem that some customers might feel 
that any gift would be of less value 
than they might feel entitled to. Ac- 
cordingly, we felt that a substantial 
gift to a charity or similar organiza- 


tion would be the only practical an- 
swer to the problem. We notified 
each customer by letter that this 
gift was made on behalf of all our 
customers in appreciation of the 
pleasant relationships we had dur- 
ing the year. We have received 
many letters and comments ex- 
pressing approval.” 

Mr. Paul W. Speer of Los Angeles 
also sent an attractive Christmas 
card to his clients which read, “In- 
stead of our usual gift this year we 
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closed circuit TV 
has many proven 


hospital applications 


Philco all-transistor TV camera and 
monitor in hospital operating room. 


Spits 


Closed circuit TV is a proven and 
valuable aid to both the Doctor and 
the Hospital Administrator. It is widely 
accepted for many applications . . . for 
teaching and medical group demonstra- 
tion . . . for hospital routine . . . for 
service to patients . . . for protection of 
personnel. Philco’s extensive experience 
in hospital TV systems is your assur- 
ance of obtaining the greatest flexibility 
and economy. Philco’s fully-transistor- 
ized equipment is your guarantee of 
maximum reliability, freedom from 
maintenance and ease of operation. 
Philco engineers will be glad to design 
a system to meet your individual re- 
quirements. Write today for complete 
information and your copy of the 
Philco Closed Circuit TV System 
Planning Guide. 
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Philco high-definition TV camera on image 
intensifier in hospital radiology department. 
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have made a donation in your name 
to The Crippled Children’s Society 
of Los Angeles County. This organ- 
ization provided needed services for 
more than 8,000 handicapped young- 
sters during 1957. May we join these 
grateful children in wishing you a 
very Merry Christmas and a most 
Happy New Year. Paul W. Speer, 
Inc.” 

Mr. Speer said, “There’s a warrn 
satisfaction for everyone in this kind 
of giving. We think our clients pre- 
fer it, and we certainly welcome the 
privilege of sharing with them in a 
cause which is especially significant 
at Christmas—traditionally a time of 
joy for children.” 

Equally commendable are the 
scholarships mentioned by the Gen- 
eral Electric spokesman. These are 
sometimes general in nature, some- 
times directly tied in with the na- 
ture of the business which estab- 
lishes them. For instance, one gas 
utility recently set up an architec- 
tural scholarship awarded to the de- 
signer of a superior gas kitchen. 

Still another possibility was men- 
tioned by a top officer of a West 
Coast corporation: “I was very much 
interested in the subject matter in 
your note as it has been an item of 
considerable discussion within our 
company primarily because of the 
changes in the practice of Christmas 
giving. This year we decided that we 
would no longer give Christmas 
presents to customers, and instead 
have taken advantage of this saving 
and have passed it along to com- 
pany employees in the form of profit 
sharing at Christmastime.” 

“There are other means of com- 
pensating for the Christmas giving 
and we believe that in our case the 
giving of outstanding service is the 
best contribution we can _ offer 
throughout the year. We found no 
criticism of our decision this year 
to discontinue the giving of Christ- 
mas presents and feel that it was a 
sensible step for us to take.” 

Whether a company’s gift money 
be constructively directed toward 
charities and scholarships or divided 
among its own employees, the con- 
sensus seems to be that these are 
superior types of business gifts, with 
a minimum of complications, as op- 
posed to wholesale donations to em- 
ployees of other companies. 

Of course, not everyone agrees, 
including the resourceful little lady 
who waits impatiently each year for 
her “take.” Without a twinge of con- 
science, she turns around and re- 
distributes her loot to unsuspecting 
friends and relatives, her Christmas 
shopping is all done for her! & 
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Hoefflin, Jr. 


Continued from page 38 


effectively or not at all is a prelude 
to executive failure. 

No matter how good the executive 
is, his responsibilities will always be 
greater than his personal capacity 
to carry them out. This is not a 
criticism. It’s an accepted fact. No 
one expects the company president 
to personally produce, package and 
sell his product. No one, that is, ex- 
cept an occasionally overburdened 
company president himself. 

In the thumbnail chart (figure 1) 
the outer circle represents the limits 
o! responsibility; the inner circle 
marks the boundaries of individual 
human capacity. The outer ring is 
the area that must be delegated to 
others. Occasionally you'll find an 
executive who refuses to accept this 
simple fact of executive life. 

The trick of delegation is proper 
evaluation of the responsibilities to 
be shared with others. The best 
general rule is for the executive to 
concentrate those matters most im- 
portant within the inner circle where 
they can receive the attention they 
deserve once the less important de- 
tails have been delegated to others. 
Done properly, this gives the execu- 
tive freedom of action and more 
time to spend on long range plan- 
ning. 

Delegation is a team builder. En- 
largement of a subordinate’s job 
through delegated responsibility can 
have several important results. It 
enlarges general understanding of 
functions that might otherwise be 
ignored. It develops an increasing 
sense of responsibility. It increases 
job satisfaction wherein many sub- 
ordinates thrive on varied assign- 
ments and increased responsibility. 
The important factor is that, used 
properly, delegation is another 
means of getting cooperation. 

Inadequate delegation of respon- 
sibility is a sure-fire method of 
promoting organizational friction. 
Whether an executive overdelegates 
or underdelegates the functions of 
his office, the results are usually the 
same. In either case, subordinates 
are confused or stifled in their at- 
tempts to function properly. Team- 
work, as a result, comes to a stand- 
still. 


Communication 


The term “communication” has 
enjoyed considerable popularity in 
much of today’s writing. It is a gen- 
eral label concerning those verbal, 
written and inter-personal activities 
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that result in cooperative efforts 
among human beings. 

An organization, to function with 
teamwork, must have reliable lines 
of communication. All progressive 
organizations continually undergo 
some type of change and such change 
is promoted through communication. 
Since an executive cannot personal- 
ly keep each individual informed of 
procedure and policy changes, he 
must rely on the validity of his 
communications system. This valid- 
ity is not only dependent upon the 
clarity with which directives are 
presented but upon a willingness to 


communicate within the organiza- 
tion. Resistance to communication is 
extensional evidence of poor team- 
work and a lack of common goals. 
The concurrent effect is usually in- 
ter-departmental friction. 

Hospital personnel encompass ed- 
ucational levels from the lowest to 
the highest our society has to offer. 
Some groups communicate only on 
the most rudimentary levels of our 
language, while others speak in 
complicated languages of their own 
profession. No wonder it is difficult 
to disseminate information that will 
reach everyone effectively. The suc- 
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cessful executive makes certain that 
all communicative efforts are pre- 
sented in understandable terms and 
fully answer all questions that could 
arise. 

Communication should be con- 
sidered from a philosophical view- 
point also. It is, after all, part of an 
organization’s personality and is 
tightly interwoven with factors of 
morale and dedication to profes- 
sional goals. An organization, like a 
person, can be warm, vital, and re- 
sponsive, or it can become with- 
drawn, defensive and decadent. The 


direction it takes often depends up- 
on the sensitivity and understanding 
of executive control. The communi- 
cative value of a sincere compliment 
and an understanding smile cannot 
be over estimated. 


The Rigid Employee 


The preceding commentary, for 
the most part, admonishes the ac- 
tions of management for being at 
the root of friction. This, of course, 
is not always the case. Some em- 
ployees simply “rock the boat” no 
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In Canada: Jarvis & Jarvis of Canada, 1744 William St., Montreal, Quebec 


Handle mechanism 
is color-coded 

for quick 
identification of 
desired position. 


. The 3-position litter crank makes it possible 


to raise or lower the litter to the desired posi- 
tion in seconds. This one crank elevates either 
end. 


. The back rest crank permits Fowler position- 


ing. The back support is securely geared to 
stay rigid in any position between flat and 
maximum elevations. The crank is hinged and 
spring-loaded and is not in the way when not 
in use. 


. Practically the same back support, designed 


for manual operation, can be provided for 
the foot end of -the stretcher to permit leg 
elevation. 
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matter how satisfactory the orgen- 
izational climate might be. These 
individuals usually find it impossible 
to adjust to the reality of their 
working environment. They re 
faultfinders. The chronic faultfincer, 
unfortunately, would find faults 
even in paradise. This type of indi- 
vidual finds his way into any or- 
ganization and, left unchecked, he 
can spread friction and discontent 
in the same manner the proverhial 
rotten apple contaminates the eniire 
barrel. 

The primary cause for this indi- 
vidual’s action stems from a crip- 
pling inability to accept change. It 
is a universal trait in human beings 
to resist change. All changes pose a 
potential threat to an individual’s 
security. Most people would prefer 
to remain in a familiar groove rather 
than risk the unknown. The dynam- 
ics of this reaction have little to do 
with reason and are dependent es- 
sentially upon basic unconscious hu- 
man emotions. The important fact is 
that most people will accept change 
gracefully if it is properly presented. 

The individual who refuses to ac- 
cept change, no matter how well 
presented, is our real concern. Prog- 
ress of any kind is his adversary. 
He is pessimistic about everything 
new. His main philosophy exudes a 
lack of confidence in management 
policies and he usually magnifies 
problems out of proportion to the 
facts. He is usually a hard worker 
and, as a result, remains concealed 
from criticism in this area. Unfor- 
tunately, people listen to him and, 
given enough time, this armchair 
executive can brainwash enough 
people to seriously stifle progress. 
Friction becomes the final result of 
his handiwork. 

The wise executive will present all 
programs involving change with 
careful consideration of the person- 
nel affected by such change. He will 
implement programs slowly through 
consultation rather than authoriia- 
tive demands. He will work toward 
a philosophy that would have his 
organization anticipate and exp* 
constant change. Once this is « 
cepted and understood, progr 
comes easier. Management improv: 
ment becomes everybody’s job. 

As for the person who cannot 2: 
will not accept such a philosop!y 
perhaps his value to the organiz: 
tion should be carefully considered. 
He can be an expensive employé 
because of his dedication towaids 
promoting controversy. It might well 
be remembered that controversy 
equalizes fools and wise men alike 
—and the fools know it. s 
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you need 


THIS 

FREE INFORMATION 
ON HOSPITAL 
OXYGEN SUPPLY 


Is the storage unit compact enough to fit the 

site available? Will oxygen be delivered promptly 
and efficiently when needed? Is a supply 

readily available to meet emergencies? Will the 
supplier make sure a new pipeline is installed 
properly? Will the supplier train key personnel? 


These are typical of the questions you should consider 
before selecting a hospital oxygen supplier. The answers, 
along with those to many other questions, are included 
in the wealth of information provided in the two book- 
lets shown above. 

Together, these Linde Company publications repre- 
sent the most complete reference work on hospital pip- 
ing and liquid oxygen systems available today. And 
when your oxygen needs are served by LINDE, answers 
to literally dozens of problems are available from ex- 
perts in the field. 

Choosing a source of medical oxygen is an important 





decision for hospital management. Fifty years in the 
business give LINDE unmatched experience in this vital 
area. Oxygen produced by LINDE meets U.S.P. stand- 
ards. LINDE plants, equipment, and distributors are 
strategically located across the country for prompt and 
efficient service. And general hospitals, 25 beds and up, 
can have this complete oxygen service. 

Write for these free booklets and get the facts. Dept. 
HM-11, Linde Company, Division of Union Carbide 
Corporation, 30 East 42nd Street, New York 17, N.Y. 
In Canada: Linde Company, Division of Union Carbide 
Canada Limited, Toronto 7. 


UNION 
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CARBIDE 


“Linde’’ and ‘‘Union Carbide”’ are registered trade marks 
of Union Carbide Corporation. 
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Controls “Staph” 
from Bed to Laundry 


NEW SELF-CLOSING ROPELESS LAUNDRY BAG seals in linen 
completely without knots, ropes or ties of any kind... 
permits fast, more aseptic pick-up, delivery and sorting 
of soiled linen! 





Prevents spread of “staph”- Eliminates tying, untying or 
laden dust or lint from linen cutting knots . . . dries fast, 
.. - Simplifies and speeds up thoroughly ... greatly reduces 
linen handling procedure. bag maintenance costs. 


Available in a wide range of fabrics, color codings and in 
standard or special hamper sizes. Ask your supplier for 
free catalog and our literature on “staph” today, or write: 


6 wer 
SE-B ul Cod us OE Or od ccd cl- Bee's 
DESIGNERS AND MANUFACTURERS OF TEXTILE BAGS, LINERS AND ACCESSORIES 
1407 PARK ST ial: HARTZ COMPANY 

HARTFORD 6, IN CANADA MPERIAL SUR ( 
CONNECTICUT THE STEVENS & SC 
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HYDRAULIC PATIENT LIFTER | 


SMOOTH 
EFFORTLESS 


OPERATION 


Here's the finest in its field! Instantly adjustable base passes 
patient through 24” doors — or opens around 34” chairs. Widely 
used for car travel. Full particulars sent promptly. Rocking bed, 
bathroom and stretcher units available. 


TED HOYER and COMPANY, INC. 
Dept. HM, 2222 Minnesota St., Oshkosh, Wisconsin 











‘DURABLE and SMART 


furniture 


NO.680 
Waill-Saving Easy Chair 


Wide assortment of chairs and tables. See your dealer 
or write 1 our distributor's name. 


For more information, use yellow postcard inside back cover. 





RETARDED 
CHILDREN 


Support Your Local Association 
for Retarded Children 
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PROOUCT NEWS & LITERATURE 


1101 — Selecting Christmas Gifts 


8 THE TASK of selecting gifts for 
friends and relatives is easily solved 
with a unique combination of a 
personalized greeting card, a regis- 
tered gift certificate in the form of 
a postage paid reply card on the 
back and a full color booklet offer- 
ing recipients a choice of 24 gifts. 
Each of the gifts is valued to $10.00 
and is unconditionally guaranteed. 
All of the printing, handling and 
postage costs are included in the 
$6.50 price paid for each gift. Addi- 
tional information, samples or pic- 
tures of this card are available on 
request. (Gallery of Gifts, Inc.) 


1192 — Device for Washing Bed- 
ridden Patient's Hair 





® THIS DEVICE is made of plastic, and 
fits comfortably: under the patient’s 
head. Prevents suds, water or mess 
from soiling the bed. Adequate 
amounts of water may be used as it 
drains off to a convenient bucket or 
recepticle set at the side of the bed. 
Physicians have found this device 
useful for dressing head injuries or 
for ear irrigations, because it keeps 
medicaments off the bed. (R. D. 
Grant Company) 


1103 — Laminating Documents 


=" A NEW METHOD of laminating pa- 
pers, letters, cards, charts, photo- 
graphs, and other written or printed 
documents with plastic film on 
“Thermo-F'ax” copying machines 
has been announced. The new proc- 
ess extends the versatility of exist- 
ing copying machines made by the 
firm and involves no special equip- 
ment or adjustments. The new proc- 
ess protects frequently handled pa- 
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pers, prevents tampering of cards 
or identification. Process takes only 
a few seconds. Average cost of lam- 
inating an 814” by 11” document on 
both sides ranges from 9 to 12 cents 
depending on quantities purchased. 
More information available. (Min- 
nesota Mining and Mfg. Co.) 


1104 — Patchmaster 





™ A NEW PORTABLE MACHINE for 
patching garments and linens. Faster 
than sewing, the machine repairs 
material in seconds with an absolute 
seal. The company’s flexible patches 
(in color or dept. strip) are auto- 
matically and sterilely sealed to the 
material thru thermostatically con- 
trolled heat. Among the exclusive 
features are a patented swinging 
arm that gives the operator a com- 
plete view of the work area, and a 
safety heat shield. Price $289.00. 
(Austin Supply Company) 


1105 — Automated-Dishwashing 
Systems 


=" A NEW TYPE liquid detergent 
which equals the highest quality 
powder products, plus a simple elec- 
tronically controlled feeder, forms 
the basis of this system. The con- 
troller is connected to a “sensing” 
probe in the dishmachine tank and 
actuates a solenoid-operated injec- 
tor when the detergent concentra- 
tion in the wash water falls below a 
predetermined level. Detergent is 
automatically fed from a 5 gallon 
container within an easy opening 
moisture-proof corrugated shipper. 
System keeps the wash tank charged 
throughout the operating period 


without manual measuring, or han- 
dling of detergent. Chlorine content 
of detergent peptizes proteins and 
oxidizes stains. (Klenzade Products, 
Inc.) 


1106 — Ice Machine Cleaner 


®™ A FAST-ACTION, non-staining liq- 
uid acid for removing scale deposits 
from ice making machines. The 
product is made from a food grade 
phosphoric acid. It is packed in 10- 
ounce, quart, and gallon plastic 
bottles. May also be used to clean 
coffee urns and steam irons. Addi- 
tional information available. (Cal- 
gon Co.) 


1107 — Tray Mats 





™ THE LOW-COsT mats are washable, 


stain-proof and reversible, were 
use-tested for a wide variety of 
home and institutional uses for more 
than two years. Mats are available 
in four adult scenes and four nurs- 
ery story book scenes for children. 
(Balantyne Internationale Mfg. 
Corp.) 


1108 — Snack Bar 


® A UNIQUE vending machine which 
can sell frosty cold malted milk 
drinks and piping hot hamburgers 
within inches of each other in the 
same cabinet or other foods and 
merchandise in a temperature range 
of around zero to 155 degrees F. The 
30” by 35” vender is 6 feet 5” high. 
(The Vendo Co.) 


1109 — Flush Away Urinal Cover 


= A NEW, white tissue paper urinal 
cover. Made of the same stock as the 
flush away bedpan bags, these cov- 
ers will not clog plumbing. An im- 
printed area provides space for re- 
cording patient’s name, room num- 
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ber and doctor, etc. Samples are 
available. (Busse Hospital Prod- 
ucts) 


1110 — Hospital Bed Light 


® A LOW cost, cool-operating bed 
light that may be quickly and easily 
adjusted to any position for patient, 
nurse, or doctor’s use. The light 
clamps securely to the inclining 
headrest or to the stationary bed rail 
without interfering with mattress or 
elevating mechanism. May be ad- 
justed for bedside reading or low- 
ered below bed level as a night light. 
Features a fully ventilated reflector 
to provide extremely cool operation 
for maximum patient comfort. (Fos- 
toria Corp.) 


1111 — Bath Mat 


™ SPECIALLY DESIGNED to provide 
safe, firm footing in bath tub or 
shower. Mats contain no harmful 
gritty irritants and are sanitary, can 
be washed or scrubbed with any 
soap or detergent. Adhesive backing 
for easy, permanent installation in 
seconds. Available in mats or rolls, 
several sizes and colors. (Rehabili- 
tation Products) 


The Bill Smith Club 


a 


1112 — Bedside Cabinet 


®™ CABINET is formed with life-long 
welded metal frame construction to 
insure rigidity and years of service. 
This construction provides a smooth 
unbroken surface eliminating crev- 
ices in which dirt accumulates. The 
use of 13 decorator colors blended 
with rich wood-grained plastic tops 
and drawer fronts create a pleasant 
appearance. Finger tip drawer pulls, 
eliminate the necessity of hardware. 
Drawers ride on nylon bearings; 


Left to right: Bill Smith, Hospital Management; Bill Smith, 
Hospital Industries Association; Bill Smith, Davol Rubber Company; 
Bill Smith, McKesson Appliance Company; and Kari Sandine. 
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are equipped with rubber stops and © 
bumpers. The door swings on a full 
piano-type hinge for ease of opera- 
tion. Additional information avail- 
able. (Hard Mfg. Co.) 


Supplier’s News : 
SHea, Wiu1am T.—named group | 
director for Pharmaceutical Prod- 7 
ucts division of Mead Johnson & | 
Company. He will be responsible | 
for all marketing plans for the © 
Company’s line of infant feeding ~ 
formulas. 


Asusy, Hersert E.—appointed to 
the position Sales Services Man- 
ager of Mead Johnson & Company, 
He will manage all sales service 
functions for the Pharmaceutical 
division. 


A patient is one who sits and waits 
In a crowded room and incubates 
Germs that wouldn’t have infiltrated 
If he hadn’t sat and waited. 
—SHEILA MEREDITH 
—From The Faulkner Herald 


= “Bill Smith” confusion hit the 7 
American Hospital Association meet- 
ing held at the Jack Tar Hotel in 
San Francisco, California, last Aug- 
ust 28th. Four Bill Smiths all con- 
nected with selling in the hospital 
field registered at Hospital Indus- 
tries’ Association Booth to the con- 
sternation of the receptionist, Kari 
Sandine. Later, the Bill Smiths de- 
cided to hold their first meeting at 
the Jack Tar. 

It was ascertained at this meeting 
that there was a minimum of 10 
Bill Smiths associated in selling to 
the hospital field. It was decided to 
establish a “Bill Smith Club” and 
the four Bill Smiths pictured above 
formed the charter group. It is 
planned to hold meetings of the “Bill 
Smith Club” at subsequent hospital 
meetings. Many stories and anec- 
dotes about “Bill Smith Confusion 
Lore” were related. A Bill Smith 
cocktail was agreed on. Plans for a 
suitable insignia — jacket and slo- 
gan were on the agenda for next 
meeting, which would be the 
A.S.T.A. meeting held in Chicago on 
October 16-22. « 
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Absorbable Hemostatic 


OXYCEL (oxidized cellulose, Parke-Davis) produces prompt hemostasis 
in. capillary and other small-vessel bleeding not controllable by con 
ventional surgical methods. \pplied directly from container, OXYCEL 
readily conforms to all wound surfaces ...shortens operative procedures 


and helps to prevent postoperative hemorrhage. 


practical forms for every surgical need 
Sterilized, gauze-type, 3” x 3” 8-ply pads, and 4” x 12” 8-ply pads 
Sterilized, cotton-type,- 24%” x 1” x 1” portions. 
Sterilized, 4-ply, gauze-type strips, 5” x 12"; 18” x 2”; 36" x 
and 3 yd. x 2”, pleated in accordion fashion, : 


Sterilized, 4-ply, gauze-type discs, 5” and-7” diameters 


conveniently folded in radially fluted form 


Supplied in individual glass containet 
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Classified Advertisement Rates — 25c per word, minimum charge $3.00. 
Cash with order. Add four words to actual count for box number. 5% 
discount for three consecutive insertions without copy change. 10% 
discount for 12 consecutive insertions, copy changes allowed. Space 
rate per column inch $18.00. Deadline first of month preceding issue 





POSITIONS OPEN 


DIRECTOR OF NURSES: 72 bed hospital 
under expansion in Chanute, Kansas. Excellent 
physical plant. Good working conditions. Must 
have supervisory experience. Starting salary 
$5400 - $6000 dependent upon qualifications. 
Please direct inquiry to Administrator, NEO- 
SHO MEMORIAL HOSPITAL. 








ANESTHETIST, R.N., 4-day week, salary 
open; write CHRISTIAN HOSPITAL, 4411 
N. Newstead, St. Louis 15, Missouri. 





DIETITIAN — ADA, Therapeutic; 275 bed 
hospital; 40 hours; alternate weekends; apply 
to Chief Dietitian, UNITED HOSPITAL, 
Port Chester, N.Y. 





DIETITIANS — College degree, to supervise 
patient tray service; 40 hours; alternate 
weekends; apply Chief Dietitian UNITED 
HOSPITAL, Port Chester, N.Y. 





PURCHASING AGENT — Position in 368 
bed, general hospital located in downtown 
Cleveland, Ohio. Will consider applicant with 
at least three years experience as Chief Pur- 
chasing Agent or Business Administration 
major with 2 years hospital experience. Re- 
sponsibility includes purchasing plus stores. 
Department well-organized and staffed. Send 
resume to: Personnel Director, ST. VIN- 
CENT CHARITY HOSPITAL, 2222 Central 
Ave., Cleveland 15, Ohio. 





DIETITIAN: ADA member preferred; 300 
bed accredited general hospital with school of 
nursing. Teaching in school of nursing and 
supervision of special diets. Salary from $4200 
depending on experience. Liberal personnel 
policies. Write (or phone collect) Sr. M. 
Josetta, R.S.M. ST. JOSEPH’S INFIRMA- 
RY, 265 Ivey St. N.E., Atlanta, Ga. 





DIETITIANS—Administrative and therapeu- 
tic in a 2100-bed GM&S, research and dietetic 
interneship hospital. Located 12 miles west of 
Chicago, Illinois. Federal Civil Service ap- 
pointments with liberal benefits). ADA Mem- 
bership required. Salaries from $5355 to $7560. 
Apply to Miss Grace L. Scholz, Chief Dietetic 
Service, VA HOSPITAL, Hines, Illinois. 





WANTED—PSYCHIATRIC NURSE in 
dynamically oriented 1000 bed teaching Ment- 
al Health Institute. Salary $385 per month. 
Also operating room nurse needed immediate- 
ly. Paid vacations, sick time, 40-hours week. 
Write to or call collect: Hazel J. Ammons 
R.N., Director of Nursing Service. MENTAL 
HEALTH INSTITUTE, Cherokee, Iowa. 


POSITION WANTED 
ASSISTANT ADMINISTRATOR: 200 bed 


or larger general hospital. Bachelor Business 
Administration and Master Hospital Adminis- 
tration degrees. Also specialized hospital short 
courses. Licensed. Member A.H.A. Heavy on 
practical experience which includes 15 years 
in Administrative and Management Positions 
such as Management Analysis, Personnel 
Management, Procurement, and Finance. Ex- 
perienced in Public Relations and Public 
Speaking. Excellent references. Bondable. 
Will accept probationary appointment. BOX 
H-41, HOSPITAL MANAGEMENT. 








Interstate Medical Personnel Bureau 
333 Bulkley Building, Cleveland, Ohio 
Miss Elsie Dey, Director 


POSITIONS OPEN 


ASSISTANT ADMINISTRATOR: 175 bed 
mid-western hospital. (b) 190 bed Pennsyl- 
vania. Building program in planning stage. 
$7200 minimum. (c) 125 bed hospital, Mich- 
igan. Purchasing experience. 


COMPTROLLER: 200 bed progressive teach- 
ing hospital; east. (b) 400 bed hospital, cen- 
tral state. (c) Small Pennsylvania hospital. 


ADMINISTRATOR: Newly constructed hos- 
pital; near large mid-western city. (b) 35 bed 
hospital, Kentucky. (c) R.N. 100 bed eastern 
hospital. (d) Convalescent hospitals; east, 
mid-west. 


DIRECTORS OF NURSING. To $9,000. 
(b) Instructors and Educational Directors. 


EXECUTIVE HOUSEKEEPER: Modern 
250 bed hospital, east. $4500. (b) Large 
Sisters’ hospitals; east, west. (c) 300 bed 
Ohio hospital. (Male) 


RECORD LIBRARIAN: 150 bed Ohio hos- 
pital. $450. (b) Mid-western university city. 


CHIEF PHARMACIST: 175 bed Michigan 
hospital. (b) 250 bed mid-western hospital. 


POSITIONS WANTED 
COMPTROLLER: Degree, Accounting. 8 


years experience. East; mid-west. 


BUSINESS MANAGER: Degree in Institu- 
tional Management. 2 years experience Army 
Medical Corps. 3 years Office Manager, 200 
bed mid-western hospital. 


ADMINISTRATOR: B.S. Degree, Nursing 
Administration, 1953. (Male) 4 years Ad- 
ministrator, 50 bed hospital, Desires change. 


ADMINISTRATOR: Age: 36. M.A.C.H.A. 
3 years Administrator, 150 bed New England 
hospital; 4 years 120 bed southern hospital; 
re-organizational program. 


HOSPITAL ENGINEER: Age: 44. College 
education. 10 years Plant maintenance direc- 
tor. 3 years Engineer; 400 bed Ohio Hospital. 


EXECUTIVE HOUSEKEEPER: Course in 
Institutional Housekeeping Michigan State 
College. 7 years experience, 180 bed Ohio 
Hospital. 





FOR SALE 


OUR 64th YEAR __ 
WOODWARD ecco 


183 \.Wabash-Chicavo, Le 


POSITIONS OPEN 


ADMINISTRATORS: (a) 100-bd, genl hsp 
to be complt’d Dec. ’60; about $10,000; Se 
Calif. (b) 150-bd, JCAH hsp; $10,000 or more; 
coll town, MW. (c) 150-bd, JCAH, genl, vol 
hsp; residential resort area, coll twn, Fla. (d) 
Dir Hsp Admin Servs; new med & hsp facils, 
w/total capacity, 800-bds; reqs 3 yrs success- 
ful admin post; about $15,000; beautiful area, 
So. Calif. (e) Sml, genl corp hsp; consid 
personable, firm, older man; about $9,000; 20 
miles from Chgo. (f) New 200-bd hsp; $10- 
12,000; Ige city, E. (g) Asst Dir; Publ Hith 
for hsp servs; very lge, fully-accred tchg facil 
(4 units); $18-20,000-more; W-coast. (h) 
Asst; requires RN; 100-bd hsp w/new bidg 
open’g soon; about $6500-$8000; E. (i) Asst; 
30-35; w/MHA & sevl yrs exper, not nec in 
hsp field; 300-bd, full-acred, gnel hsp; report 
to MACHA; city 300,000; sevl colleges, Mid- 
So. 


ADMINISTRATIVE POSTS: (j) Comp; 
250-bd, genl, vol, JCAH hsp; $8-9,000; nr 
NYC. (k) Clinic Mgr; outstndg grp, 50 
specialists; full-accred, lge hsp; replace pres- 
ent clinic mgr retirg after long tenure, yr or 
2; req’s one w/demonstrated record of 
achievement, Irger grp; recom’d; So. (1) Dir 
of volunteers servs, Dept Head status; 300- 
bd fuly-accred genl hsp; 26 Depts; sal open; 
nr NYC, 


POSITIONS WANTED 


ADMINISTRATOR: FACHA: MBA (hosp 
Adm), Univ of Chgo; 4 yrs, Asst Supt, 350- 
bd hsp; 6 yrs, Admin, 300-bd, rsrch hsp; seeks 
assn w/Irge univ-affild, excl hsp; Age 36. 


ASSISTANT ADMINISTRATOR: Southern- 
er; 5 yrs, accountant, 1000-bd, univ hsp; 5 
yrs, Chief accountant, 900-bd, genl hsp; seeks 
comptroller or asst adm, 500-bds up; early 
30’s; married; excl refs. 


PATHOLOGIST: Dipl, PA & CP; 5 yrs, 
Chief of Lab Serv, lge hsp; 10 yrs, Path, 
hsps, 75-150 bds; seeks hosp or assn. 


RADIOLOGIST: 31; 2 yrs, chief, rad, USAF 
hsp; 4 yrs, res, rad, impor tchg hsp; Dipl, 
diag, ther & isotopes; lic’d Mich, Calif, Ohio. 








Complete ophthalmological equipment for sale. 
Half of equipment new and almost new. 
Bargain! Write: E. DURO, 2305 W. Wis- 
consin Ave., Milwaukee 3, Wis. 


BRONZE AND ALUMINUM PLAQUES. 
Name Plates and Donors Tablets. For lowest 
irises write for free pa ARCHITKEC- 

URAL BRONZE & ALUMINUM Corp., 
3638 W. Oakton St., Skokie, Ill, 





MISCELLANEOUS 





MARY A. JOHNSON ASSOCIATES 
11 West 42nd Street, New York 36, N.Y 
A SELECTIVE PLACEMENT BUREAU 
FOR MEDICAL AND HOSPITAL 
PERSONNEL 


We welcome inquiries for the many challenz- 
ing opportunities we have for Administrato‘s, 
Physicians, Nursing Executives, Medical Rec- 
ord Librarians, Dietitians, Food Service Man- 
agers, Laundry Managers, Purchasing Agen's, 
and all other Medical and Hospital Personnel 
who wish to relocate. All negotiations strictiy 
confidential. 


HOSPITAL MANAGEMENT 


































































POSITIONS WANTED 10-13. . American Association of Medical e e 
Record Librarians, Olympic Hotel, mead 
ATTENTION HOSPITAL TRUSTEES Seattle, Washington. Ng 
AND ADMINISTRATORS: Administrator 10-14... American College of Surgeons, { 
G with excellent record desires to affiliate in San Francisco, California. 3 | 
xecutive or semi-executive capacity in hos- x “ r 
Sieal in vicinity of Philadelphia. Correspond- 10-14... National Federation of Licensed 
— ence invited. Box H-40, HOSPITAL. MAN. Practical Nurses, Cole Hotel, Al- 
AGEMENT. buquerque, New Mexico. 
12-14 . . Maryland-District of Columbia- BEB RBBB EER RBREEES 
Delaware Hospital Association, 
YOUNG MAN—(38 years), college graduate Shoreham Hotel, Washington, D.C. 
ani twelve years experience in hospital ad- r : FOR 
miuistration is desirous to relocate in a hos- 12-14... ae ae — — 
pital of between 150 and 250 beds. Strong tion, Bessborough Hotel, Saska- 
business and professional background and toon, Saskatchewan. HOSPITAL 
resently employed as Administrator of a é ‘ 
hospital of 100 beds. BOX H-38, HOSPITAL _—‘'4-18. . American Occupational Therapy MANAGEMENT 
MANAGEMENT. Association, Statler-Hilton Hotel, 
Los Angeles, Calif. AND RECORD 
sz 16-18 . . Missouri Hospital Association, 
Hotel President, Kansas City, Mo. KEEPING 
' p R 16-19 . . National Association for Mental 
nos Ital calenda Health, Denver-Hilton Hotel, Den- 
ver, Colo. 
hsp 17-18 . . Arizona Hospital Association, Hi 
ia pital Association, Hi- 
a November Way House, Tucson, Ariz. 
ec; . $60 
vol 31-Nov. 3 . . American Osteopathic Hospi- 17-18 . . Idaho Hospital Association, Elks 
(d) tal Association, Statler-Hilton Ho- Lodge, Boise, Idaho. 
ils, tel, Dallas, Texas. 17-18 . . Minnesota Hospital Association, 
eal 31-Nov. 4. . American Public Health Asso- St. Paul Hotel, St. Paul, Minn. 
sid ciation, Civic Auditorium, San 17-18 .. Oregon Hospital Association, 
) Francisco, California. Gearhart Hotel, Gearhart, Oregon. 
- “ OPEN 
10- 3. 4... Oklahoma Hospital Association, 17-20... American Dental Association, SHELF 
‘Ith Skirvin Hotel, Oklahoma City Statler-Hilton Hotel, Los Angeles, 
acil Okla California. FILING 
(h) 19-20 . . Washington State Hospital A : i 
” SEO < ee pita sso- Ss i File Guides 
dg 6-8. . American Association of Medical ciation, Davenport Hotel, Spokane, ad Watbada ae) 
st; — ee Hotel, New Washington. signed to fit vari- 
in isiana. Nae: a: s types of Ope 
on Pancake Ropamaeci ie 25-28 . . Annual Sanitation Maintenance Shelf Filing oe: 
id- 10-11. . Kansas Hospital Association, Conference and Show, Institute We can supply 
Broadview Hotel, Wichita, Kansas. of Sanitation Management, Shera- the Indexes you 
aes : ais 4 ton-Cadillac Hotel, Detroit, Mich. —_ oo Pg — ' 
IP 5 10-11 . . Virginia Hospital Association, Ho- Nin: 4 Raeaelciiin Witaltasl Aiariaalaiels 
30 tel Roanoke, Roanoke, Va. Clinical Meeting, Park-Sheraton 
b ‘ =. 
es- Hotel, Washington, D. C. HORIZONTAL & VERTICAL 
a 30 . . American College of Osteopathic TABS 
Nir Hospital Administrators — Na- PO ge eae ties 
10. tional Institute, Statler- Hilton, Wantieal guid hod 
n; there are Dallas, Texas. zontal tabs avail- 
" b able for the 
7 N guides used in 
Al L hINDS paaaiacid Open Shelf Fil. "TO 
wa) ing. Guides are 
s = oe i ‘ * 53s “ available full or 
- I- 2 ie greg eal. Ev hit’ helebh with 
¢ erglades Hotel, Miami, Fla. or without hooks. 
l- 2... Illinois Hospital Association, Pick- 
Congress Hotel, Chicago. 
"5 CARD CONTROL FILING 
ks For control of SYSTEM 
ly 1961 eard index filing 
for large and 
growing lists of 
s, cards {easily ex- 
h, January panded). The op- 
eration is simple 
F 19-20 .. Alabama Hospital Association, oo hd pe 
L Whitley Hotel, Montgomery, Ala- to ‘usteatea 
0. bama. literature. 
x 31-Feb. 2 . . National Association of Meth- BEER EB EBEBEEBESESBBBEB 
odist Hospitals and Homes, Hotel 
Muehlbach, Kansas City, Missouri. If you are not familiar with our line, see your 
= Smead stationer. There is one near you. He 
February will be very happy to discuss your filing 
but on ly fever) problems with you and to furnish the answer 
J 23-2 oe Hospital he to all your filing needs. We will be happy 
: 3-25... ao aaa ospita Fes cence to have your inquiry regarding descriptive 
Ident-A -Band aptain Shreve Hotel, Shreveport, literature on the above products. 
Louisiana. 
z. 
Sy Registered trade-mark of 
: , April 
" Hollister: SMEAD MANUFACTURING COMPANY 
| = rot 26-28 . . Mid-West Hospital Association, HASTINGS, MINN 
y 833 N. ORLEANS ST.. CHICAGO 10. ILLINOIS Municipal Auditorium, Kansas AG LOGAN, OHIO LOS ANGELES 
City, Missouri. 
r NOVEMBER, 1960 For more information, use yellow postcard inside back cover. 99 








vodine........ 


trademark 


Analgesic potency as great as morphine 
without drowsiness or hypnosis * 








Alvodine, a new and powerful narcotic analgesic, relieves pain as 
effectively as morphine, yet is much safer because it is free from 
the high incidence and severity of morphine’s side effects. Alvodine 
is effective orally as well as parenterally. Alvodine causes almost 
no sedation, drowsiness or euphoria. Respiratory and circulatory 
depression are rare with customary doses; nausea and vomiting are 
uncommon. Constipation has not been reported. 


Preferred agent for specific situations 


Alvodine is especially well suited for postoperative analgesia hbe- 
cause it permits most patients to remain alert and at the same time 
free from pain. The risk of postoperative pulmonary hypostasis and 
venous stagnation is decreased because the use of Alvodine allows 
patients to be mobilized sooner. 


Alvodine is ideal for ambulatory and semiambulatory patients who 
are in need of strong analgesia. Patients with cancer remain alert 
and can often carry on their normal daily activities when freed of 
pain by oral doses of Alvodine. 


For more information, use yellow postcard inside back cover. 


Dosage: Orally, from 25 to 50 
mg. every four to six hours 

as required. By subcutaneous or 
intramuscular injection, 

from 10 to 20 mg. every four 
hours as required. 


How Supplied: Alvodine tablets, 
50 mg., scored. Alvodine ampuls, 
1 ce., containing 20 mg. per cc. 
Narcotic Blank Required. 


(,)ithoop LABORATORIES 
New York 18, N. Y. 


Write for Alvodine brochure 
containing detailed information 
on clinical experience, 
addiction liability, side effects 
and precautions. 


*In more than 90% of patients. 


HOSPITAL MANAGEMENT 





